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ABSTRACT
The purpose o f this descriptive, quantitative study was to  examine factors 
that could predict a woman’s timing o f  prenatal care initiation. Participation in early 
prenatal care, a type o f  health-promoting behavior, has been associated with improved 
matemal/child health. Many women however, delay prenatal care initiation until late in 
their pregnancy.
Pender’s Health Promotion Model and self-reported data were used to examine 
the relationship between: (a) preconception participation in health-promoting 
behaviors, (b) demographic variables, (c) situational factors, (d) interpersonal social 
support, and (e) perceived barriers to/benefits o f  prenatal care and the timing of 
initiation to prenatal care. Self-administered questionnaires were completed by 150 
pregnant women recruited from two northern Nevada prenatal care clinics. Statistics 
used to analyze the data included correlation, regression and multiple regression. Both 
situational factor unplanned pregnancy and increased barriers to care were statistically 
significant in predicting later initiation to  prenatal care.
Healthy People 2000 (1990) includes goals to increase the number o f  pregnant 
women initiating early prenatal care. Participation in early prenatal care can potentially 
promote the health o f  mother and child. A behavior such as this can impact the health 
of a future generation.
ui
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CHAPTER 1 
INTRODUCTION
As the twentieth century comes to a close, health care reform is turning everyone's 
attention toward health promotion and disease prevention. These programs focus on 
developing public policy which is instrumental in decreasing the incidence of preventable 
death and injury in the United States. These foci, however, are not new. At the beginning of 
this century, similar concerns for the health and well being of society prompted the United 
States Public Health Services to improve sanitation and institute regulations in regards to 
food, water and waste processing. As part o f this same movement, health care providers 
initiated programs such as immunizations, with an overall goal of preventing illness and 
promoting health (Institute of Medicine (lOM). 1990). Also during this era, public health 
nursing leaders worked actively to bring about positive health changes through teaching 
healthy lifestyle practices to individuals, families and community. Classic examples of such 
early work include the development of community health nurses from the Henry Street 
Settlement (Spellbring. 1990) and founding o f the School for Certified Nurse Midwives in 
rural Kentucky (Maloni. Cheng. Liebl & Sharp, 1996).
After World War II. the focus of health care turned away from community-based 
health promotion projects toward the treatment of illness and disease in the hospital-based 
setting (Elder. Gel 1er. Novell & Myer. 1994). For the next 30 years, health care providers in
1
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the United States placed greater emphasis on treating illness and increasingly funded disease 
treatment based on technological interventions. While not completely forgotten, little time, 
money and research were spent on prevention and health promotion efforts (Elder et. al.).
A shift away from this post World War II “disease-treatment” model began during 
the late 1970s when clinical evidence found a correlation between certain lifestyle choices 
(such as smoking, obesity and alcohol consumption) and increased levels of morbidity and 
mortality. At the same time, other behaviors (such as exercise and nutritious diets) were 
correlated to enhanced health and decreased incidence of disease (Pender, 1996). In 
addition, health care costs for tertiary care, hospital-based illnesses were skyrocketing, 
placing monetary strain on government subsidized health services, insurance companies and 
individual payers (Edelman, 1994). Because of these escalating costs, government and 
health officials began to take an active interest in addressing factors associated with 
promoting health and decreasing the emphasis on expensive tertiary care (Novack, 1988). 
Health promotion interventions utilize fewer health care dollars over time, which translates 
into incredible savings for a financially strapped health care system.
By the late 1970s, the United States Public Health Services renewed their effort to 
make health promotion paramount by establishing a set of national health promotion goals 
in a publication entitled Healthv People: The Surgeon General's Report on Health 
Promotion and Disease Prevention ( 1979). Within the next year. Promoting 
Health/Preventing Disease: Objectives for the Nation (1980) was released. This second 
publication included 226 quantitatively measured health promotion and disease prevention 
objectives and goal statements with a 1990 target date. The major thrust of these programs
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
was to improve public awareness concerning the relationship between specific lifestyle 
behaviors and premature morbidity and mortality (lOM, 1990).
Evaluation o f these objectives during the mid 1980s, showed marked progress in 
reaching the 1990 goals in areas such as smoking cessation and blood pressure reduction. 
However, objectives aimed at increasing the participation in early prenatal care showed little 
or no improvement from the 1980 baseline data. As many as 25-30% of pregnant women in 
the United States continued to receive delayed or no prenatal care. Not surprisingly, 
indicators of poor pregnancy outcomes such as infant mortality and low birth weight 
infants, remained unchanged during these ten years. Based on assessment of this preliminary 
data and input from numerous experts, new goals which targeted the year 2000 were 
developed. (lOM, 1990).
These new goals appeared in the United States Health and Human Services 
(USDHHS) publication Healthv People 2000 (19911. This most recent proposal identifies 
three health related goals for citizens o f the United States: (a) To increase a healthy life 
span, (b) to decrease the disparities among Americans, and (c) to achieve access to 
preventative services for all Americans. The proposed plan organizes 22 priorities for action 
into a framework. Within the framework, priorities are organized into three general areas 
which include health promotion strategies, health protection related to environmental / 
regulatory areas and preventative services. Unlike earlier publications, Healthv People 2000 
is more specific in identifying target goals. This was possible because more data were 
available to show the relationship between healthy lifestyles and decreased illness (Mason 
, 1993). A crucial counterpart to the Healthv People 2000 is the Put Prevention Into Practice
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fPPIP) plan (1991). This nationwide plan, introduced by the United States Health Services 
Department (USDHHS), provides means of implementing health promotion activities in a 
systematic way. Individuals, nurses, clinical staff and physicians all have a role to play in 
enhancing the success of the PPIP program which in turn will help meet the nations goals 
for Healthv People 2000 (Griffith & Rahman, 1994).
Nurses, as vital members of the health care delivery system, can help the nation 
meet these targeted goals by integrating health promotion services into their practice setting 
(American Nurses Association (ANA), 1991). Within certain specialty areas, such as 
preconception and prenatal care, the nurse has a rich opportunity to assess and implement 
care based on the tenants of health promotion and disease prevention (Burk, 1990). An 
important priority of the Healthy People 2000 plan is to increase early initiation of prenatal 
care, meaning within the first trimester, for a 90% minimum of all pregnant women 
(USDHHS, 1990). Recently published data shows only 76% of the total population are 
meeting this goal (USDHHS. 1993). Initiating early prenatal care is important because it has 
been shown to improve pregnancy outcome by identifying health problems, providing 
education and support as well as preparing the mother for child rearing (McLenahan. 1992).
Prenatal care includes biological tests, risk screening, diet and activity education, 
fetal monitoring, preparation for delivery and infant care. Nurses involved in maternal 
health can implement health promotion interventions through assessment, education, and 
referral. Outcomes of the nurse/client interaction in these instances can positively affect the 
health of the woman, her baby, and in a rippling effect, the family and community at large 
(Bobak. 1993). Even though prenatal care has been shown to correlate with more positive
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birth outcomes, such as decreased low birth-weight and infant mortality, many women in 
the United States continue to receive late prenatal care (Maloni et. al., 1996). The financial 
cost of caring for infants bom to mothers with inadequate prenatal care far exceeds the cost 
of providing prenatal services. It is estimated that for every dollar spent on prenatal care, 
there is a savings of two to eleven dollars that would otherwise be spent on neonatal 
intensive care treatment for preterm, low birth-weight infants (ANA, 1987). Realizing the 
cost saving potential o f prenatal care, federal and state governments extended Medicaid 
benefits in 1986 to include prenatal services for many uninsured, poor pregnant women. In 
1993, the cost for 1.2 million births, or approximately 30% of all deliveries in the United 
States, were federally funded through this extended Medicaid program (United States 
General Accounting Office, 1994).
Even with enhanced government programs, women continue to have a variety of 
reasons for delaying or not seeking prenatal care. Such barriers to initiating care include 
poverty, transportation difficulties, limited facilities, language and cultural differences with 
health providers and lack of education concerning the importance of prenatal care (ANA. 
1987; Young, McMahon, Bowman & Thompson, 1989). The poor, minority and adolescent 
pregnant women in this country are o f great concern because not only are they at risk for 
complications during pregnancy, but they use prenatal care less than the general population 
(lOM. 1990). In the 1993 review of national goals, 80% o f pregnant white women initiated 
prenatal care in their first trimester as compared to 60-75% for minority women (USDHHS. 
1993).
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Engaging in timely prenatal care is a primary example of health promotion 
behaviors. Such behaviors are those which seek to improve one's health or sense of well 
being and quality of life. Choosing to participate in early prenatal care is a form of health 
promotion, because in the absence of illness or disease, the pregnant woman takes steps to 
promote her well-being. Lifestyle choices made by this woman will play a critical role in 
determining not only her own health status, but the birth outcome of her child (Bobak.
1993).
Unfortunately, women who enter prenatal care late miss the opportunity for early 
risk assessment and health promotion education that could bring about more positive birth 
outcomes. Increasing early access to prenatal care is an important national goal facing the 
United States health care system. Because of this, barriers to accessing timely care must be 
identified and strategies to overcome them implemented (USDHHS, 1990). Several studies 
have examined the relationship between demographic variables and delayed prenatal care 
initiation (Taggart & Mattson, 1996; Young, McMahon. Bowman & Thompson, 1989). 
However few studies have looked at specific behaviors related to late prenatal care entry 
(Hart. 1995; McDonald & Cobum, 1985; Rogers & Schiff, 1996) and no studies at this time 
have examined the relationship between preconception health-promoting behaviors and 
timing of prenatal care initiation.
Purpose
Health behaviors are important in determining the health and well-being of 
individuals. This is particularly true for the pregnant woman whose lifestyle health behavior
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choices will greatly impact not only her own health, but also the health of her unborn child. 
Prenatal care is an optimal time for pregnant women to learn about and incorporate health- 
promoting behaviors into their lifestyle. National health goals stress the importance of 
initiating timely or early prenatal care, yet nearly a quarter o f all pregnant women in the 
United States begin prenatal care much later. The purpose of this study was to explore why 
some women may delay initiation to prenatal care. This study examined how the timing of 
prenatal care initiation is affected by the pregnant woman’s preconception health promotion 
lifestyle behaviors, personal characteristics, situational factors, barriers and benefits to 
obtaining care and personal social support.
Significance to Nursing 
Nurses are instrumental in planning and implementing services to meet the needs of 
today's pregnant woman. Through data collection and research, nurses are able to obtain 
information necessary to formulate appropriate programs and services specific to the 
population being served. Information from this study will be useful in identifying behaviors 
and characteristics which enhance or detract from the decision to initiate timely prenatal 
care. Focusing on these behavioral aspects and characteristics could help nurses identify 
factors that lead to delayed prenatal care and plan interventions that would attract more 
women to timely services. Increased early participation in prenatal care could enhance 
health promotion and high level wellness among pregnant women and their infants. Health 
promoting behaviors acquired during early pregnancy will hopefully become part of the 
woman's lifestyle for years to come.
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CHAPTER 2 
LITERATURE REVIEW
Health promotion is an essential concept to nursing science (Spellbring, 1994). 
Nursing's Social Policy Statement (ANA, 1995) identifies health promotion as a 
fundamental responsibility o f the registered nurse. Within today’s society, people 
utilize nurses to assist them in both solving health problems and managing health- 
promoting behaviors. Nurses are able to help people identify both short- and long-term 
health related goals and act as advocates for those facing barriers to obtaining necessary 
health care (ANA, p. 3).
In addition to being an educator, role model and advocate for patients, the nurse 
may also assume the role o f researcher or coordinator in efforts to enhance health- 
promoting activities. The goal o f these efforts would be for the client to participate 
more in health-promoting behaviors in order to experience a higher level of wellness 
(Edelman & Mandle, 1994). Increasing emphasis on health promotion challenges 
nurses to respond to a model o f care focused on wellness, not disease. An example o f 
nurses response to these changes is evidenced by large federal grants awarded to 
nursing groups for the dissemination and evaluation of the PPIP Program (Griffith.
1994). In the field of education, nursing educators are responding to the need for
8
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nurses familiar with health care promotion concepts by incorporating health promotion 
courses into their curriculum (Oermann, 1994; Richardson & Petrarca, 1990).
There currently exists an abundance o f health promotion literature. Nationally 
recognized policy efforts, such as Healthv People 2000. have been discussed in the first 
chapter (USDHHS, 1990). Chapter two will narrow the focus to health promotion as it 
pertains to health and health behaviors, prenatal care, and nursing interventions. Two 
theoretical health promotion definitions will be discussed in addition to related areas o f 
research. Finally, literature concerning the nurse’s role in health promotion and 
prenatal care will be reviewed.
Definitions o f Health and Health Promotion
There are multiple definitions o f health and health promotion used in nursing 
and health care today. Foundational work in defining health within the discipline of 
nursing was completed in 1983 by Judith Smith in The Idea o f Health. She identified 
four models o f health: (a) the clinical model, (b) the role performance model, (c) the 
adaptive model, and the (d) eudaimonistic model o f health. These models recognize 
that the focus o f health may be one of either physiological, psychological, or social 
well-being, dependent upon the values of the person experiencing health and wellness. 
The definition o f health adopted for this study includes physiological and 
psychological well-being, a meaning which does not merely describe a disease-free 
state. Rather, health is "the actualization o f inherent and acquired human potential” 
which is achieved through "goal directed behavior, competent self-care and satisfying
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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relationships with others” (Pender, 1996, p. 22). Thus, ‘’health”, is a process wherein 
adjustments are continually being made in order to maintain balance and harmony with 
one’s environment (Pender). Health, in this context, is a complex holistic interaction 
between the person and their environment. Wellness, a term used frequently in health 
promotion literature, is considered so similar to the word health, it is often used 
interchangeably (Pender, 1987).
Health promotion is the activity directed toward increasing or enhancing the 
level o f well-being and self-actualization. It is considered to be an approach behavior, 
wherein the individual focuses on efforts that move them toward a higher level of 
health or well-being. Therefore, a person pursuing health promotion would use a 
behavior perceived to facilitate, or approach, health. For example, a person pursuing a 
higher level of wellness may choose to participate in an exercise program, eat a 
nutritious diet or practice meditation in order to achieve a higher level o f  well-being 
(Pender, 1996).
Illness prevention or health protection behaviors are similar to health promotion 
behaviors since both are directed toward increasing one's total picture o f  health. 
However, these two concepts differ in that health protection behaviors are motivated by 
the desire to avoid negative events that could detrimentally affect health. There are 
three t>'pes of health protection: (a) primary prevention which involves actions taken to 
prevent a disease from occurring (i.e., immunization); (b) secondary prevention which 
promotes early case findings (i.e., mammography); and (c) tertiary prevention which
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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tries to minimize the effects o f an already existing disease process (i.e., smoking 
cessation in the patient with obstructive lung disease).
While both health promotion and health protection behaviors occur in an 
individual's search for health and each are necessary for healthy outcomes, these 
behaviors are theoretically and substantively different. Health protection is an 
avoidance behavior driven by the threat of illness and disease. Health promotion 
behaviors are fueled by one’s ‘'desire for growth, expression o f human potential and 
quality o f life” (Pender, 1987, p. 57). There is an important distinction between these 
two concepts, because health within the context o f health protection is limited to 
viewing health as merely a disease-free state. Health promotion however, “is a positive 
dynamic process in its own right, rather than merely an extension o f illness-avoidance 
behavior” (Pender, p. 5). Nursing research, conducted in the context o f health 
promotion, allows nurses to study ways o f assisting patients to experience a higher 
level of wellness, not to merely avoid disease. To further explain the distinction 
between health protection and health promotion, two theoretical definitions will now be 
examined.
Theoretical Definitions of Health and Health Promotion
Health protection was first defined by Becker's (1978) Health Belief Model 
(HBM). Based on psychological theory, the early HBM identified elements in an 
individual’s life experience as having a positive, neutral or negative valence. Illness or 
disease can influence the negetive region of a person’s life. Health protection behaviors
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are actions taken by the individual to help move them away from this negetive life 
experience (Becker). The decision to take such actions is directly influenced by the way 
in which the individual perceives illness, as well as their perceived susceptibility.
These perceptions are further influenced by demographic and psychosocial variables, 
the perceived threat o f illness and cues to action (media or family advice). For example, 
a smoker may take actions to stop smoking if  they perceive a relationship between this 
behavior and increased illness (i.e. lung disease), see themselves as susceptible to such 
diseases (i.e. lung cancer), feel threatened by smoking related illnesses (i.e. a chest x- 
ray with abnormal findings) and receive encouragement to quit from friends and 
family. All of these variables will cumulatively help determine the likelihood o f an 
individual initiating a health protection behavior, such as smoking cessation (Becker).
Pender (1982) extended the use o f the HBM to define health promotion 
behaviors as distinct from health protection. Actions that facilitate the movement 
toward a higher level o f health and well being are called health promotion behaviors. 
Instead of being motivated by fear of illness, health promotion behaviors are prompted 
by one’s desire for growth, increased human potential and quality o f life (Pender.
1987). Examples o f  such behaviors include such things as nutritional eating practices, 
developing social support, use o f relaxation techniques, and physical exercise.
Deciding to partake in health-promoting behaviors will be affected by the individual's 
definition o f health, as well as the perceived barriers and benefits to obtaining it. In 
addition to this, other factors such as demographics, culture, interpersonal influence
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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and situational characteristics will play an important part in determining the initiation 
and maintenance o f health-promoting lifestyle behaviors. Pender's (1987,1996) Health 
Promotion Model (HPM) examines the dynamic process whereby one decides to 
initiate and maintain health-promoting behaviors.
Health promotion occurs in two phases: (a) a decision making phase and (b) the 
action phase. In the first phase, cognitive perceptual factors (such as definition o f health 
and perceived self-efficacy) interact with modifying factors (such as demographic and 
situation factors) to help formulate the decision to initiate a health promotion action. In 
the action phase, barriers and cues to act will influence the decision to use health- 
promoting behaviors. Specific health-promoting behavior actions include such things 
as eating a balanced diet, participating in physical exercise, utilizing stress management 
techniques and enhancing interpersonal support. Pender (1996) proposes that 
integration o f such health-promoting behaviors into one’s lifestyle “results in a positive 
health experience throughout the lifespan” (Pender, p. 73).
Assessing the existence o f health-promoting lifestyle behaviors allows the 
health professional to review health habits unique to the individual. Findings from this 
interaction will subsequently determine teaching and follow-up care directed toward 
increasing participation in and maintaining health-promoting behaviors (Pender. 1996). 
Gathering such valuable behavioral information is facilitated by using lifestyle 
assessment tools.
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The “Health Promotion Lifestyle Profile” (HPLP) is one lifestyle assessment 
tool frequently used for assessment and measurement o f health-promoting lifestyle 
behaviors (Walker, Sechrist & Pender, 1987). This instrument intends to measure self­
initiated actions or perceptions that are believed to bring about a higher level o f 
wellness, self-actualization and fulfillment (Walker, Sechrist & Pender). Through the 
self reporting o f behaviors, six different areas are examined, including self 
actualization, health responsibility, exercise, nutrition, interpersonal support and stress 
management. Each area is seen as separate, yet complimentary in describing the 
multidimensional aspects o f  a health-promoting lifestyle. Scoring on this 48-item 
questionnaire can be done for each sub-scale or cumulatively to measure health- 
promoting lifestyle components. A tool such as this allows researchers to quantitatively 
examine health-promoting lifestyles o f various literate, English- and Spanish-speaking 
populations (Walker, Kerr, Pender & Sechrist, 1990; Walker, Sechrist & Pender). 
Summary'
Health is a complex holistic interaction between the person and their 
environment. The meaning o f health or well-being is not limited to describing a 
disease free state, but rather an actualizing of one’s “inherent and acquired human 
potential” (Pender, 1996,22). Health promotion behaviors are activities directed 
toward increasing health. They are similar to. yet differ from health protection 
behaviors. Whereas health promotion focuses on efforts to move to a higher level o f 
well being, health protection is motivated by the desire to avoid illness. An example of
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health promotion activities would include such things as eating well and exercising for 
the purpose o f experiencing a higher level of health or well being. Health protection 
could be used to describe smoking cessation motivated by the desire to avoid lung 
disease. Both health promotion and protection are important concepts to theories 
concerning health.
Health Promotion Research and Literature
Nursing and health care researchers have explored health promotion concepts 
and behaviors in order to better understand the health care needs o f society. Health 
promotion is an important concept to all health care providers working in a variety o f 
practice settings. Research has explored the many facets o f health promotion and 
disease prevention among a variety o f sample populations, including the effects o f 
personal characteristics, personal definitions of health, and perceptions of self-control 
and self-efficacy.
Several studies have tested the effects o f personal characteristics on health- 
promoting behaviors. Two early studies examined midwestem workers to determine if 
specific behaviors or characteristics could predict the occurrence o f their participation 
in health-promoting behaviors. Results indicated that locus o f control and self efficacy 
could predict health-promoting behaviors with greater explained variance than tested 
characteristics such as age, income, or education. (Pender. Walker, Sechrist & 
Stromborg, 1990: Weitzel, 1989). In addition, there have been studies which examined 
health promotion in a group of men aged 35-64 years old (Fehir, 1988). African-
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American adolescents (Smith & Hendrick, 1992), employed Mexican women (Duffy, 
1996) and families with adolescent children (Gillis, 1994). Each o f these studies found 
relationships between self-efficacy, internal locus of control, personal definition o f 
health and the participation in health-promoting behaviors.
In a study o f  automotive plant workers (n = 187), employees o f various skill 
levels were compared to see if job type could predict participation in health promotion 
behaviors. Regardless o f  skill level, employees with higher incomes were shown to 
participate more often in health-promoting behaviors (Lusk, Kerr & Ronis, 1990). In 
studies with young, middle-aged and older adults (Kemp & Hatmaker, 1993) and 
Afiican-American women (Ahjvych & Bernhard, 1994) there was significant 
correlation between health-promoting behaviors, higher income and education levels.
In these samples, income and education were seen as more powerful influences on 
health-promoting behaviors than age and culture.
Research has also been conducted to further examine the effects o f income, 
lifestyle and ethnicity on health-promoting behaviors. In one o f the few studies 
involving women o f childbearing age, relationships between marital status and 
perceptions of health-promoting lifestyles were studied in a sample o f Alabama 
residents (n = 416). The purpose of this study was to determine if married or single 
parent women had significant variations in health-promoting lifestyles. No significant 
differences in health-promoting behaviors were found between the two groups (Wilson, 
1991). Similar methods were used to determine health-promoting practices and anxiety
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levels in a group o f impoverished low and high-risk pregnant women (n = 65). Results 
from this sample indicated that anxiety levels between the low and high-risk pregnancy 
groups to be the same. However women in the low-risk group scored significantly 
higher in overall health promotion lifestyle practices. This study concluded that the 
low-risk pregnant women were shown to participate in more health-promoting 
behaviors as compared to the high-risk group (Kemp & Hatmaker, 1993). Health 
promotion behaviors in this sample were shown to have a positive effect on those 
women who incorporated such behaviors into their lifestyles.
Another study examined health promotion practices o f pregnant Hispanic 
women (n = 140) to determine if these behaviors would predict the mother’s 
postpartum decision to breast feed her child, a behavior frequently associated with 
health protection and promotion. Results o f this study were inconclusive. The data 
collection instruments were not available in Spanish, which resulted in confusion 
among the non-English speaking sample. Thus, the lack o f a reliable and valid 
measurement instrument in Spanish renders this study’s results questionable (Sweeny 
& Gulino. 1987).
Subsequently, two studies used a measurement instrument translated into 
Spanish to describe health-promoting behavior trends in Mexicans residing in the urban 
midwest (Walker. Kerr, Pender & Sechrist, 1990) and migrant Mexican farm workers 
(n =62) (Kerr & Ritchey, 1990). Patterns o f health promotion practices such as healthy 
eating patterns, exercise, interpersonal support and stress management were reported
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using descriptive statistics. Consistent trends within these two cultural groups were 
found.
Health Promotion and Communitv Studies
Health promotion literature has also examined the variability o f wellness in 
clients (Edelman & Mandle, 1994) and effective ways to modify health behaviors 
(Dimes & Cribb, 1993). Woods, Lafffey, Duffy, Lentz, Mitchell, Taylor & Cowan 
(1988) explored women’s perceived concept o f health. Through personal interviews 
with 528 multiethnic women in the Northwestern United States, researchers asked 
participants to answer the question, “What does being healthy mean to you?” Using 
content analysis, the reported health images were categorized using Smith’s (1983) 
four models to describe health (1981) and ideas o f health as proposed in nursing theory. 
Women in this study reported a rich variety o f health images. Many women, regardless 
of ethnicity, employment, age or income, included descriptors such as positive self- 
concept, actualizing self, fimess and practicing healthy life ways. Such descriptions of 
health are consistent with contemporary nursing theorists views, whereas being healthy 
means far more than being disease free. This study concluded that because nurses are 
involved with assisting patients to achieve optimal levels o f health, it is imperative to 
understand what health means to the patient (Woods et al.).
An exploratory study of normal and overweight adults examined the 
relationship between one's view of health and its relationship to their health behavior 
choices (Lafffey, 1986). A random sample of 33 normal weight and 26 overweight
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adult men and women were weighed and interviewed. Researchers wanted to know if; 
(a) perceived weight, (b) perceived health status, (c) health conception and (d) health 
behavior choices differed between the two groups. They also examined the relationship 
between these four concepts within each group. Results showed that health conception 
and health behavior choices were significantly related in both groups. Those with a 
more complex conception o f health reported greater participation in health-promoting 
behavior choices. Once again it was concluded that since health conception is 
significantly associated with health behavior choices, it is important to explore 
perceptions o f health. Identifying the perceived meaning of health was seen as the first 
step in teaching the patient about health-promoting behaviors (Lafffey).
Summarv
A great deal o f research about health promotion and disease prevention has 
been conducted by many health care providers. These studies examined factors such as 
personal characteristics (i.e.. age, employment status, marital status, cultural 
influences), locus of control, self-efficacy, interpersonal support, and health-promoting 
behaviors. There have been inconsistent findings among the various populations and 
sample groups. Some studies found that self efficacy, internal locus of control, and 
personal definition o f health were associated with reported participation in health 
promotion behavior practices (Kemp & Hatmaker, 1993; Kerr & Ritchey 1990; Pender 
et al., 1990; Walker et. al. 1990). However, other researchers have questioned the 
predictability o f health promotion and disease prevention activities with regards to
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these same factors (Ahjvych & Bernhard, 1994; Lusk, Kerr & Ronis 1990; Weitzel, 
1989; Wilson, 1991). These researchers argue that personal characteristics of age, 
money, culture, and education are more predictable o f participation in health promotion 
behaviors.
While prediction o f  health promotion and disease prevention activities are 
important in the general population, it is believed to be most essential for childbearing 
women. O f the health promotion studies thus far, only two have studied health 
promotion behaviors among pregnant women (Kemp & Hatmaker, 1993 and Sweeny 
& Gulino, 1987) and none have yet examined the relationship between preconception 
health-promoting behaviors and participation in prenatal care services.
Prenatal Care and Health Promotion
The association between positive health outcomes and early prenatal care for 
pregnant women are well documented (Hulsey, Patrick, Alexander & Ebeling, 1991; 
Maloni, 1996; Murray & Bemfield, 1988). Effectiveness o f today’s prenatal care is 
measured by examining factors such as infant and maternal mortality, low birth-weight 
infants and cost effectiveness of care (lOM, 1985). Women initiating prenatal care 
during the first trimester o f pregnancy have been shown to have a decreased incidence 
of preterm delivery and low birth-weight infants (Husley et al.; Maloni; Murray et al.). 
This is significant, because low birth-weight infants (less than 5.5 pounds) are more 
likely to die in the first year of life, more likely to have a debilitating handicap and 
incur great economic costs to cover their medical care (ANA. 1987).
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The relationship between prenatal care and birth outcomes was examined at 
Parkland Memorial Hospital during a sixth month period in 1980. Eighty-four percent 
o f the 4,169 women studied had received prenatal care, whereas 16% had not. In 
comparing these groups, the women who had not received prenatal care delivered a 
significantly higher number o f low birth-weight infants (14%) than those who had 
received prenatal care (4%). This dramatic difference was still significant after 
controlling for such variables as age, income, education and race. It is also interesting 
to note, that those low birth-weight babies bom to mothers without prior prenatal care 
were three times more likely to die in their first month o f life and required more 
extensive medical treatments (Leveno, Cunningham, Roark, Nelson &  Williams,
1985).
Early prenatal care, because o f its positive effects on healthy birth outcomes for 
mother and child can be classified as both a health protection and health promotion 
behavior. Based on this, the stance o f health care providers represented at the 
Consensus Conference Access to Prenatal Care and Low Birth-Weight is that, “all 
pregnant women should be assured access to timely, comprehensive, high quality 
maternity care” (ANA. 1987). National goals in Healthv People 2000 (1990) also 
identify the need to increase prenatal services to a minimum of 90% early initiation for 
all pregnant women. As of 1993 however, little progress was made in reaching this 
goal.
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In 1989, the Expert Panel on Prenatal care issued a report to the Assistant 
Secretary for Health. Recommendations from the Panel emphasized the need for 
increasimg the number of women acessing very early prenatal care, noting the health o f 
the woman at the time o f conception and in early pregnancy will have a profound effect 
on fetal development and matemal/fetal birth outcomes. Some experts on the Panel 
advise preconception health care as optimal in all women o f child-bearing age. The 
goal of such care would be to assess and educate these women in regards to lifestyle 
behaviors, nutrition, medical health, and environmental effects that contribute to their 
overall health and well-being before they become pregnant. Unfortunately, 
preconception care is rarely utilized since many pregnancies are not planned. If as in 
most cases, preconception care is not obtained, the earliest possible post-conception 
visit is recommended (somewhere between the fourth and eighth week o f pregnancy). 
The latest recommended initial visit would be during the 12th week, however these 
experts noted that at this point in pregnancy much o f fetal development has already 
occurred, making interventions such as nutritional supplement to prevent neural tube 
birth defects ineffective (Rosen, Merkatz & Hill, 1991).
The effects of preconception vitamin supplement was studied on a large group 
of non-pregnant Hungarian women of child bearing age. This randomized controlled 
trial gave one group of women supplemental vitamins with 0.8 mg. o f folic acid and 
the other group trace minerals without folic acid. After becoming pregnant and 
delivering, the health status o f these women (n = 4,156) and their babies was
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evaluated. Those women who had received preconception vitamins with folic acid 
delivered a significantly lower number o f babies with congenital birth defects, 
primarily neural tube defects. Researchers concluded that preconception vitamin 
supplement including folic acid helped to reduce negetive birth outcomes in the studied 
population (Czeizel, 1993).
If a woman is unable to obtain preconception care, timely participation in 
prenatal care can still potentially promote the health and well-being o f both the mother 
and her child (Rosen et al, 1991). Unfortunately, many women are still missing this 
opportunity to promote their health and well being by accessing prenatal care late in 
their pregnancy. In 1992, only 77% o f the pregnant women in the United States 
received prenatal care in the first trimester o f pregnancy and only 60-62% of pregnant 
minority women received first trimester care (USDHHS, 1993). One wonders what 
factors, behaviors, barriers or benefits attract or deter a woman fi’om an opportunity 
that could potentially promote both her own and family’s health and well being?
Prenatal care is one of the greatest opportunities to provide health promotion 
interventions and to stimulate health in two populations; women and infants. Health 
behaviors o f the pregnant woman have been shown to affect delivery o f a healthy 
infant (Bobak. 1993 ; Czeizel, 1993; Husley et al.. 1991). O f equal importance however, 
is the impact o f the mother’s behaviors on her child as he or she grows, for it is within
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the family that values relating to health and health behaviors are initially formed 
(Pender, 1987).
Prenatal Care and Health Providers
Historically, nurses have been key players in the development and 
implementation of today’s prenatal care. They were actively involved in starting 
programs, home visits and in influencing government policy to reduce infant and 
maternal mortality. These nursing interventions were directed toward promoting health 
and preventing illness in these populations. A major historical landmark in prenatal 
care was the opening o f  a school for nurse midwives in rural Kentucky which would 
provide maternity care for the poor. Reduction in infant and maternal mortality 
occurred after these programs began, thus supporting the notion that prenatal care 
delivered by registered nurses could aide in the health protection of this nation. 
Although prenatal care was originally started for the purpose o f identification and 
treatment o f preeclampsia, programs soon went beyond this to include more 
comprehensive health care and education (Maloni. Cheng, Libel & Maier, 1996).
Present standards for prenatal visits are set by The American College o f 
Obstetricians and Gynecologists (ACOG). In the instance o f low risk pregnancy, the 
first prenatal visit usually occurs in the first four to eight weeks and continues monthly 
for the first trimester. Visits increase to once every two weeks and then weekly from 
the 36th week until delivery. For the low risk uncomplicated pregnancy, insufficient 
prenatal care is identified as initiation of care after the eighth week gestation or
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participation in fewer than nine visits (lOM, 1993). Complications with either fetus or 
mother will necessitate increased visits according to the assessed needs o f  each patient 
(ACOG, 1989). Those identified as being at higher risk o f pregnancy complications are 
teenagers, the chronically ill, minorities and those living in poverty (Albers, 1994). 
Adequate and timely health promotion/protection prenatal care is most important for 
these high risk populations in order to increase their chances for a better birth outcome, 
yet these high risk women are more likely to access inadequate, late prenatal care. 
Efforts to educate and assist in health promotion/prevention behavior modification 
need to be started as early as possible in the pregnancy to make a difference in the birth 
outcome (Rosen, Merkatz & Hill, 1991).
The current system of prenatal care is based very much on the historical model 
o f recognizing and treating complications o f pregnancy. Whether it be through 
laboratory testing, physical exam, preparation for delivery and childrearing, the goal of 
prenatal care continues to be a safe delivery (Bobak, 1993). In addition to risk 
identification, today's prenatal care is focusing more attention on issues related to 
health protection and promotion (ACOG, 1989). Smoking, drug and alcohol abstinence 
are health protection/avoidance behaviors evaluated at the initial visit and subsequently 
followed throughout the course o f pregnancy (Rosen. Merkatz & Hill, 1991). Such 
prevention behaviors are usually the main focus o f prenatal care patient education. 
Recently, however, more prenatal programs in the United States have incorporated 
concepts o f health promotion into their prenatal program design (Affonso. Mayberry.
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Grahm. Shibuya & Kunimoto, 1992; Husson, 1995; Machala & Miner, 1991). Three 
important areas of prenatal health promotion delivery identified by Pender (1996), 
Healthv People 2000 (1990) and ACOG (1986) are behaviors related to one’s nutrition, 
exercise and interpersonal support.
Health Promotion Behaviors and Pregnancv
The need for adequate nutritional counseling before and during pregnancy is 
identified as a critical component to health promotion during the prenatal period 
(USDHHS, 1990). Nutritional status o f the woman will play an important role in 
determining a healthy birth outcome. Services through the Women, Infants and 
Children (WIC) government food subsidy program have been successful in supplying 
thousands o f women with much needed food. However, these programs provide 
limited educational programs needed to teach healthy eating habits. Pregnant women 
who are underweight for gestational age are at higher risk o f delivering a low birth- 
weight infant (lOM, 1985). A 1993 study comparing two groups (n =109) of high risk 
pregnant women found that those who had received extensive nutritional counseling 
throughout pregnancy gained more weight and had significantly fewer low birth- 
weight infants than those receiving little or no nutritional education (Bruce & Tchabo, 
1993). Thus, nutritional education as a health promotion activity was found to 
positively influence healthy birth outcomes.
Participation in a regular exercise regime has also been shown to positively 
affect the health o f individuals by decreasing the incidence o f heart disease (illness
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prevention) and enhancing their sense o f  well being (health promotion) (Pender, 1996; 
USDHHS, 1990). Exercise during pregnancy plays an important role in maintaining a 
healthy lifestyle, improving muscle tone and stamina. “ Moderate exercise on a regular 
basis during pregnancy is likely to lead to an improved course of pregnancy when 
compared with that o f  a sedentary lifestyle” (Huch & Erkkola, 1990, p. 208). A non- 
experimental retrospective study of 173 women found that those who reported 
participating regularly in exercise during pregnancy had a significantly lower rate of 
cesarean section (Zeanah & Schlosser, 1993). Therefore once again, engagement in a 
health-promoting behavior was associated with improved matemal-child health and 
birth outcomes.
Interpersonal social support is an important element in determining the 
implementation and maintenance o f healthy lifestyle behaviors (Pender, 1996). For the 
pregnant woman, sources of interpersonal social support exist in the form o f family, 
friends, health care providers and government agencies. Social support during 
pregnancy was examined in a prospective study of 129 high risk, economically 
disadvantaged pregnant women in Los Angeles (Collins, Schetter, Lobel & Scrimshaw,
1993). Researchers examined the effects o f prenatal social support on birth outcomes 
(birth-weight, Apgar scores, labor progress) and maternal depression (postpartum 
depression). Those women with higher perceived support had babies with higher birth- 
weights and Apgar scores, as well as a decreased incidence o f postpartum depression.
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Results o f this study uphold the notion that improved interpersonal social support can 
promote infant and maternal health.
Benefits/Barriers to Health Promotion/Protection Prenatal Care
In addition to the recognized influences o f specific behavioral or personal 
factors on participation in prenatal health promotion activities, environmental or 
contextual factors also have been found to impact a woman's engagement in health- 
promoting behaviors. Environmental factors include both perceived barriers and 
benefits which are theorized to either encourage or discourage a woman's decision to 
participate in prenatal health-promoting behaviors.
The most fi-equently cited benefits to initiation and participation in adequate 
preconception or early prenatal care is the perception that this will lead to an improved 
pregnancy and birth outcome for both mother and child (ANA. 1987; Czeizel, 1993; 
Husley, Patrick, Alexander & Ebeling, 1991; Leveno, Cunningham, Roark, Nelson & 
Williams. 1985; Murray & Bemfield, 1988; United States General Accounting Office.
1994). The effects o f prenatal care on pregnancy outcome were examined in a 
California population o f 31,000 infants bom to both White [sic.] and Black [sic.] 
mothers. Those mothers who participated in prenatal care had improved birth 
outcomes, particularly among those infants bom to Black [sic.] mothers (Murray & 
Bemfield). In 1991, a retrospective study examined the use of prenatal care in 6.176 
pregnancies without antepartum complications. Study results found that regardless o f
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age, race, education, marital status, method o f payment and gravidit)', women who 
participated in prenatal care had a significantly lower incidence o f preterm birth and 
low birth-weight infants when compared to those who did not participate in prenatal 
care (Husley et al.).
Another cited benefit to entering prenatal care is the opportunity to qualify for 
the Women, Infants and Children (WIC) food subsidy program provided through joint 
federal and state funding (C. Hansen, Ph.D., RN, CNM, personal communication, 
November 11, 1996). Government subsidized services such as Medicaid prenatal care 
and WIC work together to provide health promotion services for pregnant women in 
need. An analysis of the North Carolina Women Infant and Children (WIC) program 
found that participation in both the nutritional subsidy program and prenatal care 
improved the incidence o f low-birth-weight from 44%-55%. This study estimated that 
every dollar spent on WIC services, represented a two dollar and ninety cents cost 
savings for high-risk newborn medical care (Buescher, Larson, Nelson & Leinhan.
1993).
Throughout much of the United States, availability o f Medicaid has increased 
by mandatory adjustment of eligibility levels, (up to 130%-200% above the federal 
poverty level) and streamlining the application process (United States General 
Accounting Office. 1994). Under Medicaid, many pregnant women qualify for health 
services that they would otherwise be ineligible to access. These recent changes in 
Medicaid eligibility make it possible for low income women to receive free prenatal
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care and in some cases obtain other health care services. For example, pregnant women 
receiving prenatal health care services may also qualify for benefits covering medical 
conditions other than pregnancy (i.e., diabetes, asthma, upper respiratory infections) 
and programs offering free or subsidized child care products (i.e., car seats, cribs, 
clothing) (Buescher, Roth & Goforth, 1991; C. Hansen RN, Ph.D., CNM personal 
communication November 11,1996).
Barriers to prenatal care are those things that obstruct people from obtaining 
these health services. This includes such things as limited financial resources, lack of 
insurance, limited clinical access, insufficient knowledge and mistrust in the system. 
The United States, unlike most industrialized nations, does not offer universally 
subsided prenatal services to its citizens (Maloni et. al., 1996). Although over one third 
o f the deliveries since 1993 have been federally funded (United States General 
Accounting Office, 1994), inability to pay for services or qualify for funding is still a 
reason that some women use for not adequately utilizing prenatal services (Scupholme. 
1991). A 1993 study comparing prenatal service use in industrialized countries found 
that women in the United States had a proportionately higher incidence o f initiating 
late or no prenatal care (Buekens, Kolelchuck & Blondel, 1993). Consequences o f this 
trend may be reflected in recent data ranking the United States 22nd among nations in 
infant mortality and 21st in low birth-weight infants (US General Accounting office.
1994)
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Insufficient providers, long waits in clinics, inadequate transportation or child 
care, job conflicts and cultural differences have also been identified as barriers by 
women who delay or do not access prenatal care (Maloni et.al., 1996). Scupholme 
(1991) studied 157 women o f various cultures who delivered babies in a large urban 
hospital without receiving prior prenatal care. Consistent with other research, this study 
found that these women had a significantly higher percentage o f low birth-weight 
babies. While the women thought it was important to obtain prenatal care, they did not 
think it was necessary for them to obtain care (Scupholme). This finding points to the 
need for health promotion/ illness prevention education among women o f childbearing 
age.
A Los Angeles study found that battered women accessed prenatal care an 
average o f six weeks later than other women. Fear o f the batterer and o f having abuse 
suspected by the prenatal care providers were identified as primary reasons for the 
delay (Taggart & Mattson, 1996). Investigators in New Mexico studied the barriers and 
motivations o f  those women receiving early versus late prenatal care. A questionnaire 
was administered to 205 women presenting for prenatal services at the university 
hospital service. Sixty-seven percent o f the sample presented for early care(within the 
first trimester) and 33% for late (after the first trimester). Late initiators o f care cited 
financial problems, being unaware o f pregnant state and fear o f going to doctors as the 
three main reasons for beginning prenatal care after the first trimester (Rogers & Schiff. 
1996). In a similar study of low-income pregnant black women (n = 69). a frequently
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cited reason for delayed care initiation was that many o f these women did not realize 
they were pregnant until several months after conception (Burks, 1992).
Another barrier to accessing prenatal care stems from the cultural beliefs, 
language and customs the influence a woman’s perceived need for such care. Norms, 
customs and traditions play a powerful part in deciding whether a pregnant woman will 
access prenatal care (Bobak. 1993). In a study, which examined factors influencing the 
use of prenatal care among women living in Los Angeles County, researchers found 
fear of the United States medical system and the possibility o f deportation as major 
reasons many Mexican women did not utilize prenatal services (Zambrana, 1991). 
Factors preventing women o f low socioeconomic status from seeking prenatal care 
were also examined in a qualitative analysis o f  Hispanic, White and African women 
(Johnson, Primas & Coe, 1994). Findings from this study supported previous research, 
citing poverty, lack o f transportation and cultural differences with the system as 
identified barriers to prenatal care (Johnson, et al).
One community-based prenatal care project in Tijuana, Mexico was successful 
in delivering appropriate prenatal care messages only after extensively examining the 
cultural barriers and assessed needs o f this Mexican community (Aguire, 1993). Two 
other community-based, culturally-sensitive projects have successfully attracted larger 
numbers o f local women to prenatal programs in the Hawaiian Islands (Affonso. 
Mayberry. Grahm, Shibuya & Kunimoto, 1992), Texas (McFarlane & Fehir, 1994) and 
New Mexico (Albers, 1994). These programs were only successful after evaluation o f
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the barriers and benefits facing the pregnant women in their community. Such 
programs, serving the unique needs o f individual communities, offer rich benefits for 
those who chose to participate.
Many studies have examined barriers and benefits to care, however one study 
went further to examine if these two factors would predict the timing of entry and 
participation in prenatal services (McDonald & Cobum, 1985). In the McDonald & 
Cobum study, a survey questionnaire was mailed to a large sample o f women who had 
given birth earlier in the year. Using birth certificates in the state o f Maine, 3,945 
women were sampled. O f this group, 48% responded making the final sample size of 
1,904 women. The primary outcome variables studied were: (a) the month o f the first 
prenatal visit, (b) the ratio o f visits to recommended visits, and (c) adequacy of care. 
All results were dependent on the self-reported recall o f  the women being surveyed. 
Using bivariate analysis and multiple regression, researchers found better prenatal care 
utilization among women who were older, married, had more education, higher 
income, private insurance, planned pregnancy, and required less travel time to the 
prenatal care provider appointments. Twenty percent o f the women sampled started 
care after the sixth month o f pregnancy. Family income, travel time for appointments, 
planned versus unplanned pregnancy and lack o f  health coverage were significant 
predictors in the initial timing of prenatal care (McDonald & Cobum. 1988).
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Summarv
Early prenatal care is widely recognized as a type o f health-promoting behavior 
which offers the pregnant woman opportunities to learn and incorporate positive health 
behaviors into her lifestyle (USDHHS, 1990). Access to prenatal care services is 
recommended at the earliest possible time in pregnancy, (between four and eight weeks 
gestation and no later than the twelfth week). Research which examined pregnancy 
complications and birth outcomes have found a positive relationship between 
preconception or timely participation in prenatal care and improved pregnancy 
outcomes. This demonstrates the effectiveness o f health protection and promotion 
behaviors before and during the prenatal period. Health promotion behaviors o f the 
mother should also increase her overall sense of well-being during pregnancy (Rosen et 
al, 1991). In spite of these positive findings, late access to prenatal care continues to be 
a problem in the United States. Studies have identified a variety of demographic and 
behavioral variables which influence late entry into prenatal services (Hart, 1995; 
Johnson, 1994; McDonald & Cobum; Rogers & Schiff, 1996; Scupholme, 1991; 
Taggart & Mattson, 1996; Zambrana, 1991).
Summary
Health-promoting behaviors play an important role in the health and well-being 
of people, particularly for pregnant women. Health at the time of conception and 
behaviors related to health during early pregnancy will impact the health and birth 
outcome for both mother and child. Prenatal care is a unique opportunity for pregnant
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women to interact with health care providers in an effort to leam about and initiate 
health promotion/protection behaviors. Seeking out and initiating preconception or 
timely prenatal care are health-promoting activities encouraged by health professionals 
(ACOG, ANA) and government officials (USDHHS, 1990).
In review o f the existent literature, relationships between health promotion 
activities and a variety o f variables have been described. Some o f these studies have 
had consistent findings within similar and dissimilar populations, while others have not 
(Ahjvych & Bemard, 1994; Duffy, 1996; Fehir, 1988; Gillis, 1994; Kemp & Hatmaker, 
1993; Kerr & Ritchey, 1990; Lafffey, 1988; Lusk et al., 1990; Pender et al., 1990; 
Sweeny & Gulino, 1987; Woods et. al. 1988). These identified variables have included 
age, income, culture, education, locus o f control, perceived benefits/barriers to care, 
and personal definition o f health. In particular, the McDonald & Cobum study (1985) 
explored variables that would predict the timing o f  and participation in prenatal care 
initiation. The current study, guided by the Health Promotion Model (Pender, 1987), 
has sought to identify those factors which potentially predict timing o f  prenatal care 
initiation including: (a) preconception health-promoting behaviors, (b) perceived 
benefits/barriers to care, (c) situational factors, (d) demographics, and (e) interpersonal 
support.
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CHAPTERS 
FRAME OF REFERENCE
Pender’s Health Promotion Model (HPM) has been widely used as a conceptual 
framework in health promotion nursing research (Ahijevych & Bernard, 1994; Duffy, 
1989; Kemp & Hatmaker, 1992; Lusk et al. 1995; Riffle et al. 1990). This model was 
developed to provide a structure for studying and empirically testing health promotion 
concepts (Pender, 1987). Using this model, the current study examined the predictable 
relationship between timing o f prenatal care initiation and health-promoting lifestyle 
behaviors, personal characteristics, interpersonal social support and situational factors 
and barriers/benefits to care. Chapter three will explore the HPM as it pertained to this 
study, including description o f the model, assumptions, research questions and definition 
o f  terms.
Pender’s Health Promotion Conceptual Model
“Health is the actualizing o f inherent and acquired human potential through goal-
directed behavior, competent self-care, and satisfying relationships with others while
adjustments are made as needed to maintain structural integrity and harmony with
relevant environments” (Pender, 1996. p. 22). Within this context, health is a holistic
experience not limited to being simply a disease-free state. Health-promoting behaviors
36
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are described as self initiated actions that enhance the health experience in the absence of 
a perceived threat to health (Pender, 1987). In a theoretical context, health-promoting 
behaviors are defined as a “multidimensional pattern o f  self-initiated actions and 
perceptions that serve to maintain or enhance the level o f  wellness, self-actualization and 
fulfillment o f the individual”(Walker, Sechrist & Pender, 1987, p.76). These actions lead 
to a higher level o f wellness for individual, family and community. According to Pender, 
the reason for participation in health-promoting behaviors is not to simply avoid illness, 
but rather maintain or increase one’s sense of well-being, fulfillment and self 
actualization.
Health-protecting behaviors, unlike health-promoting behaviors, are those 
actions which are motivated by the fear of illness or disease. For example, a person may 
choose to exercise in order to increase their feeling o f well-being (health-promoting), or 
they may choose to stop smoking because they wish to avoid heart disease (health- 
protecting). Health promotion is best described as an approach behavior, whereas health 
protection is considered an avoidance behavior. Although both health protection and 
promotion are important components to health, Pender’s (1987) Health Promotion 
Model (HPM) focuses primarily on the concept o f health promotion.
Individuals play a critical role in determining their own health status. This 
individual, according to the HPM, is a multidimensional person who interacts with the 
environment in pursuit o f a higher level o f health. Daily decisions made by the 
individual in regards to things such as food choices, stress reduction activities and 
exercise routine, will shape a lifestyle that can positively enhance their health. Although
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the individual will self-initiate such behaviors, the decision making process is influenced 
by their family, community and environment. The cultural, financial and environmental 
surroundings o f the individual greatly impact both acquisition and or maintenance o f 
health-promoting behaviors (Pender, 1987).
Motivation and Health Promotion
Motivation will strongly influence whether the individual will initiate and 
maintain participation in health-promoting behaviors. Pender (1987) describes two types 
of motivation, the actualizing tendency and stabilizing tendency. The actualizing 
tendency is the driving force that moves individuals or communities toward a higher 
level of well-being. This motivating force creates positive tension, which subsequently 
promotes change and growth leading to a higher level o f health. Increased tension in this 
context does not lead to anxiety, but is seen as a positive state facilitating both growth 
and performance (Pender).
Unlike the actualizing tendency, the stabilizing tendency is directed towards 
maintaining balance and equilibrium. It is responsible for keeping the internal and 
external environments in a state o f homeostasis compatible with life. This area of 
homeostasis is called the “steady state” (Pender, 1987). To remain in this state, there 
needs to be a balance between too little and too much stress. Either extreme can lead to 
physical, emotional and psychological distress. When faced with stresses from either 
internal or external stimuli, individuals use behaviors to adapt in such a way as to 
maintain the steady state. In order to achieve a higher level o f health, a balance must 
exist between the actualizing and stabilizing tendencies (Pender).
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Pender (1987) identifies two phases of client involvement within the health 
promotion process; the decision making phase and the action phase. Decision making is 
a complex process leading up to the initiation o f an action (see figure 1). An individual’s 
perceptions (cognitive perceptual factors), influenced by a variety o f factors such as 
demographics and interpersonal relationships (modifying factors) will determine the 
likelihood o f initiating a health-promoting action. Throughout both phases, the 
individual plays an active role, deciding, acting upon and adhering to health promotion 
activities (Pender)
The Decision Making Phase
During the decision making phase, the individual decides whether or not to 
initiate and/or maintain a health-promoting behavior. Perceptions o f the individual will 
directly impact this decision making process. For example a person who perceives health 
as the absence of illness, may only seek medical care when they feel ill. Thus, they may 
not pursue important health care services during pregnancy unless they associate 
pregnancy with illness (Lee & Grubbs, 1993).
Pender (1987) identifies the individual’s perceptions as Cognitive Perceptual 
Factors. These factors are categorized into seven sub-factors: (a) the importance of 
health, (b) perceived control over health, (c) perceived self-efficacy, (d) definition of 
health, (e) perceived health status, (f) perceived benefits and, (g) barriers to health- 
promoting behaviors. Each o f the seven sub-factors will directly influence the 
individual’s decision to initiate and maintain a health-promoting behavior.
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Importance o f  Health refers to the individuafs health value. This value is 
reflected in actions directed toward increasing their health. If  for example, a pregnant 
woman highly values her health, she is more motivated to partake in a health-promoting 
behavior such as seeking health information or initiating early prenatal care.
Conversely, if someone had little value of their health, they would be less inclined to 
take such actions (Pender, 1987).
Perceived Control is the individual’s perceived ability to make decisions 
concerning their health. It is important to note the strong influence of cultural 
background on one’s perceived control. Pregnant women in some cultures (i.e. Hispanic) 
perceive little control over health care decisions. Women in these ethnic groups see the 
male or husband as having control over their health decisions and will wait for the males 
approval before initiating a health-promoting behavior such as prenatal care (Burk, 
Wieser & Keegan, 1995). Culture in this context is a modifying factor that will influence 
the individual’s perception o f control over health decisions.
Perceived Self-efficacy refers to the individual’s convictions that they can 
succeed in the health behavior which is necessary to achieve a desired outcome. Those 
with poor perceived self-efficacy will often doubt their ability to succeed in the behavior 
and consequently give up. Others with a strong sense of self-efficacy will increase their 
efforts in the face o f adversity in order to obtain a desired outcome. Specifically, a 
pregnant woman who strongly believed she could change her diet habits to obtain 
optimum nutrition and weight will be more likely to make positive health decisions to 
reach this goal (Pender, 1987).
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Definition o f Health is one’s perceived meaning health. An individual may 
define health as the absence o f disease or an individual may define health as a sense of 
well-being or self-actualization. Those pregnant women who define health as the 
absence o f disease may not seek health care unless they feel ill. Early prenatal care may 
not be seen as necessary because they do not feel sick and see no need for consulting a 
health care provider (Lee & Grubbs, 1993). Contrary to this, the woman who sees health 
as increased self-actualization or well-being may initiate health care even prior to 
conception (preconception care) because she perceives this action as potentially assisting 
her to obtain a higher level o f  health for both herself and future child (Rosen, Merkatz & 
Hill, 1991).
Perceived Health Status refers to the way one feels about their current state of 
health. If  an individual feels “good” about their health, they are more likely to continue 
those behaviors (such as exercise and relaxation) which reinforce this positive feeling. 
Conversely, if this individual feels a current behavior such as exercise is not helping 
them feel better, then they are less likely to continue this behavior (Pender, 1987).
Perceived Benefits o f Health-Promoting Behaviors will directly effect 
participation in the behavior. Being aware o f the potential benefits of a behavior 
facilitates its continuation. If  a pregnant woman sees no potential benefit from 
participating in prenatal care, she will be less inclined to participate in a prenatal care 
program (Rogers & Schiff, 1996). However, if another woman sees prenatal care as 
potentially being of great benefit to her health and future child, she will be more likely 
chose to start prenatal care as soon as possible (Baker, 1996).
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Perceived Barriers to Health-Promoting Behavior is the individual’s belief that 
an activity or behavior is difficult to achieve, outside their reach, or culturally 
unacceptable. These barriers may be real or imaginary, coming from either the individual 
or their external environment. Typically, a  balance exists between perceived benefits and 
barriers to care. If  the barriers outweigh the perceived benefits, the person is less likely to 
partake in a health- promoting behavior. The pregnant woman with little money, no 
baby-sitter or transportation may not be able to exercise, eat nutritious food or come to 
prenatal care because the barriers to these behaviors outweigh the perceived benefits 
(Husson, 1995).
Each o f these seven sub-factors comprise the primary factors influencing the 
individual’s decision whether or not they will initiate a health-promoting behavior. All 
seven equally affect the individual’s decisions to initiate and maintain health-promoting 
activities. By imderstanding the important role these factors play, health care providers 
can positively influence the decision making phase through individualized assessment 
and education (Pender, 1987).
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Figure 1: Health Promotion Model, 
(reprinted with permission from N. Pender, 
Health Promotion in Nursing Practice. 1987, 
Appleton & Lange)
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The decision making phase is also affected by Modifying Factors. In an indirect 
manner, these factors will influence the cognitive-perceptual mechanisms and thus 
change the individual's decision to partake in health-promoting behaviors. Pender (1987) 
describes five specific types o f modifying factors.
Modifying Factors
Demographics in the theoretical context include the attributes and lifestyles o f an 
individual, frequently described as population characteristics. Factors such as gender, 
age, race, sex and education will play a role in determining health behavior choices. 
Research has determined that those with less education and income are more likely to 
avoid participation in health-promoting behaviors (Ahjvych & Bernard, 1994; Kemp & 
Hatmaker, 1993; Lusk et al, 1990). The effects o f demographic variables on initiation o f 
timely prenatal care have been examined in several studies (Husley, Patrick, Alexander 
& Ebeling, 1991; USDHHS, 1993; Young, McMahon, Bowman & Thompson, 1989). 
Researchers found that pregnant women who initiated prenatal care after the first 
trimester were more likely to be young (teenagers), of ethnic minority and have less than 
a high school education.
Biological characteristics refer to characteristics such as weight and height.
When considering prenatal health promotion activities, the condition o f irregular menses 
would be considered a significant biological characteristic. Because o f menstrual 
irregularity, these women may be unaware their pregnancy for some time. This would 
delay them from seeking timely prenatal care (Bobak. 1993).
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
45
Interpersonal factors include patterns of interacting with significant others, the 
community and health care professionals. Family, fiiends and health care providers 
within a climate o f support can motivate individuals to make positive health decisions. In 
a study of social interpersonal support during pregnancy, researchers found those women 
with more support had better birth outcomes and less postpartum depression then those 
with less interpersonal support (Collins et al, 1993). Results o f  this study show that lack 
o f interpersonal support can play a negative role maternal health and pregnancy 
outcome.
Situational factors are contextual life experiences, which are unique to the 
individual. One important situation for the pregnant woman is whether or not the 
pregnancy was planned. The decision process for initiating health promotion behaviors 
such as prenatal care will be strongly influenced by this factor, for those women with 
unplanned pregnancies tend to delay initiation o f prenatal care (Baker, 1996). Another 
example o f a situational factor facing the pregnant woman is the availability o f health 
promotion options in her environment. Increased availability o f options should increase 
the opportunity to partake in such behaviors. It may be posited that if a pregnant woman 
has a safe place to walk and the time to do so, she will be more likely to chose and 
engage in this form of exercise. Women are more likely to go to prenatal care if a 
prenatal clinic is near by, if child care is available and Medicaid eligibility is readily 
accessible (Baker). Prior exposure to prenatal care will be a situation which strongly 
influences a woman's decision to participate in prenatal care. Positive prior experience
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may serve as a prompt to timely initiation in subsequent pregnancies, whereas prior 
negetive experience may delay accessing these same services.
Behavioral factors are those past experiences that one associates with health- 
promoting actions. Previous positive experiences will increase the person’s ability to 
acquire more health-promoting behaviors. If a person has at one time participated in an 
exercise regime and relates positive feelings to this behavior, it could be theorized that 
they may be more inclined to decide to resume or extend this behavior. Previous 
experience with health-promoting behaviors such as eating a nutritious diet might 
facilitate implementation of more complex health-promoting behaviors (Pender, 1987).
Health care professionals assisting patients to make positive health behavior 
decisions must be aware of the strong influences exerted by each of these interpersonal 
influences and situational factors. Specific strategies that nurses use with patients in the 
decision making phase include; health assessment, values clarification, promoting 
competence for self-care and the development o f a health promotion plan. Collectively, 
the modifying factors directly influence the individual’s perceptions concerning their 
health, which in turn determine their course of action (Pender, 1987).
The Action Phase
In the action phase, the individual selects and participates in behaviors, such as 
exercise, that will both preserve and increase their health status. Engaging in such 
actions frequently requires the individual to modify current behaviors and incorporate 
lifestyle changes. Strategies the nurse can use to assist patients in this phase include; 
providing instruction, supporting efforts to make change, reducing barriers to
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participating in activities and identifying the use o f relevant cues which help elicit a 
desired behavior change.
Cues to Action are those things that prompt one to take up and or continue a 
health-promoting behavior. Cues may be from either the internal or external 
environment. One type o f internal cue is the sensation of “feeling good” after exercising. 
This cue will likely prompt the person to continue their exercise behavior (Pender,
1987). Types o f external cues include colorful health information posters, radio adds, 
newspaper infomercials and verbal encouragement. Colorful posters depicting the 
benefits o f exercise may capture the attention o f observers, thus providing them with 
cues to engage in this health-promoting behavior (Griffith & Rahman, 1994). Examples 
o f health-promoting behaviors in the action phase include such things as seeking health 
information, exercising regularly, eating a balanced diet, participating in stress reduction 
techniques, enhancing interpersonal relationships and participating in timely prenatal 
care services (Pender).
Relationship Between Health Promotion Model 
and Study Variables 
Initiation and participation in timely prenatal care can be viewed as a health 
promotion behavior if the woman participates in care with the intent to increase her 
health and well-being. By deciding to participate in timely prenatal care, the woman 
chooses to engage in an activity which will potentially enhance not only her own health 
and well being, but also that of her unborn child (Rosen. Merkatz & Hill. 1991). Using
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selected components o f Pender's (1987) HPM, it can be deduced that many cognitive 
perceptual and modifying factors influence the pregnant woman’s decision to initiate and 
participate in timely prenatal care. As seen in figure 2, the components of the HPM 
selected for use in this study are: (a) conceptual factors- perceived barriers/benefits to 
care, and (b) modifying factors- demographic characteristics, interpersonal influences 
(support), behavioral factors (preconception health-promoting behaviors), situational 
factors (prior prenatal care, household membership and planned versus unplanned 
pregnancy).
An important factor in the decision making phase o f the HPM is the perceived 
benefit to initiating an action such as timely participation in prenatal care. I f  the woman 
perceives timely prenatal care as an opportunity to qualify for government subsidy and 
or greatly increase the likelihood of a healthy pregnancy, she will be more likely to 
initiate care in her first trimester. In contrast, if this same woman has a greater number of 
perceived barriers to prenatal care initiation, she will be more likely to delay care. 
Commonly perceived barriers to care include insufficient funds, inadequate 
transportation and ignorance concerning the benefits of prenatal care (McClanahan, 
1992).
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Figure 2: Adaptation of HPM to proposed study
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Modifying factors such as the demographic variables o f age, income, education 
ethnicity and marital status will affect an individual's perceptual factors which, in turn, 
will determine whether they will initiate and participate in timely prenatal care. Research 
has shown that the women most likely to delay initiation to prenatal care tend to be 
single, young, have low incomes and less then a high school education (Young etal.. 
1989). Situational factors, another modifying effect, also play an important role in the 
individual’s decision to initiate a health-promoting behavior.
Research has shown that those with unplanned pregnancies tend to wait longer to 
initiate prenatal care when compared to those with planned pregnancies (Goldenberg, 
Patterson & Freese, 1992). No current studies have examined the situational effect of 
prior prenatal care on subsequent enrollment pattems.
While behavioral factors, also one o f the modifying factors in the HPM. take in 
to account the effect o f past and present behaviors and their effect on choosing to initiate 
health-promoting behaviors, there has been no research as to behavioral determinants of 
prenatal care participation. This study will examine the effect o f preconception 
participation in health-promoting behaviors and the decision to initiate timely prenatal 
care. According to the HPM, the positive experiences related to past health-promoting 
activities will enhance their ability to acquire more health-promoting behaviors. (Pender. 
1987)
The pregnant woman will ultimately decide whether to initiate and partake in 
health-promoting programs like prenatal care, however family, community and health 
care professional will influence her decision making process. Women with increased
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interpersonal support from family, friends, health care workers and community were 
found to have improved birth outcomes and less incidence o f postpartum depression 
(Collins et al.., 1993). As health care professionals, prenatal nurses using Pender’s HPM 
can positively influence the pregnant women in both the decision making and action 
phases o f health promotion. Effective interventions include health assessment, education, 
development o f a plan, evaluation o f behaviors and ongoing encouragement in current 
participation in health-promoting behaviors (Pender, 1987).
Theoretical Assumptions
Pender's (1987) HPM did not formally outline explicit theoretical assumptions, 
although assumptions were alluded to throughout the work. However, in a recent 
publication Pender (1996) has clearly identified and defined the assumptions, which are 
consistent with this original model. They are:
1. Persons seek to create conditions of living through which they can express 
their own unique human potential.
2. Persons have the capacity for reflective self-awareness, including assessment 
o f their own competencies.
3. Persons value growth in directions viewed as positive and attempt to achieve 
a personally acceptable balance between change and stability.
4. Individuals seek to actively regulate their own behavior.
5. Individuals in all their biopsychosocial complexity interact with the 
environment, progressively transforming the environment and being
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transformed over time.
6. Health professionals constitute a part of the interpersonal environment which 
exerts influence on persons throughout their life span.
7. Self-initiated reconfiguration o f person-environment interactive pattems is 
essential to behavior change (Pender, 1997, pp. 54-55).
Study Assumptions 
Basic assumptions for this study were derived from Pender’s (1987, 1996)
Health Promotion Model and the review o f literature. They included:
1. Seeking out and participating in timely prenatal care are types o f health- 
promoting behaviors.
2. Individuals are the most reliable source o f reporting their own health 
behavior.
3. Pregnant women can choose whether or not to participate in prenatal care 
programs.
4. Barriers to and benefits o f accessing timely prenatal care exist and can be 
identified by the pregnant woman.
5. Study participants will answer the self administered questionnaires honestly 
and completely.
Assumptions for this study focused on the important role that individuals have in 
deciding to participate in behaviors that will enhance their health experience.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
53
Research Questions 
This study addressed six research questions.
1. Is there a relationship between preconception health promotion behaviors 
(nutrition, exercise, stress reduction, responsibility for health, and self 
actualization), demographic modifying factors (age, marital status, ethnicity, 
education, and income), situational factors (planned/unplanned pregnancy, prior 
exposure to care, and adult household membership), interpersonal social support, 
and perceived benefits/barriers to care and the timing o f prenatal care initiation?
2. To what extent will the timing o f  prenatal care initiation be predicted by the 
presence o f preconception health-promoting lifestyle behaviors (nutrition, 
exercise, stress reduction, responsibility for health, and self-actualization)?
3. To what extent will the timing o f prenatal care initiation be predicted by 
demographic modifying factors (age, marital status, ethnicity, education, and 
income)?
4. To what extent will timing of prenatal care initiation be predicted by 
situational factors (plarmed/unplanned pregnancy, prior exposure to care, 
household membership)?
5. To what extent will the timing o f prenatal care initiation be predicted by 
interpersonal social support?
6. To what extent will the timing o f prenatal care initiation be predicted by 
perceived benefits o f and barriers to prenatal care?
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Operational Definitions 
The following were the operational definitions adopted for this study.
Health-Promoting Behaviors
Preconception Health-Promoting Behaviors - The self-reported frequency of 
health-promoting behaviors related to self-actualization, health responsibility, 
exercise, nutrition, interpersonal support and stress management engaged in one 
year prior to pregnancy as measured by the Health-Promoting Lifestyle Profile 
(HPLP).
Timing of initiation to Prenatal Care - Week of gestation that prenatal care was 
initiated as determined by the date o f  the last menstrual period (LMP) and the 
Estimated Date o f Confinement (EDC) calculated by the clinic professional staff. 
Data will be collected from the clinic roster. Timely initiation or early prenatal 
care is recommended to begin at the earliest possible time (between four to eight 
weeks gestation) and no later than 12 weeks gestation (ACOG, 1986). According 
to ACOG recommendations, care started after this time is less than optimal. 
Goals from the Healthy People 2000 look to increase the number of pregnant 
women accessing early prenatal care (USDHHS, 1990).
Modifying Factors
Demographic Variables
Age - Age in years from birth.
Marital status - Identified as single, married, divorced, or widowed.
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Ethnicity - Identified using the 1990 Census categorizations. Categories 
include Caucasian, African-American, Hispanic, Asian, Other. 
Education - Highest grade level completed.
Annual income - Identified in incremental categories o f net yearly 
income.
A biographical questionnaire designed by the researcher provided this 
information.
Situational Factors
Planned Verses Unplanned Pregnancy - Determines if the pregnant 
woman planned or did not plan on becoming pregnant.
Prior Exposure to Prenatal Care - Participation in prenatal care prior to 
current pregnancy.
Adult Household Members - Adults presently living full-time in 
participant's household (AHM). Options include: alone, the father of the baby 
(FOB), parents, father o f  the baby’s parents, grandparents, friends and other 
option with write in answer.
Interpersonal Social Support
Interpersonal social support refers to the individuals perception of the 
helpfulness of those around them. Sources of support most commonly reported 
include significant others, family, friends, work associates and professional 
services. Types of support may be tangible (i.e., monetary support) or intangible 
(i.e., emotional support).Social support is not a fixed resource, but is ever
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changing with time. Sources and type o f support among pregnant women were 
measured using the total Social Support Apgar (SSA) (Norwood, 1996). 
Cognitive-Perceptual Factors
Perceived Benefits o f Prenatal Care - Self reported reasons for seeking early 
prenatal care. These were identified through a menu checklist on the 
biographical questionnaire. They included: friends and family encouragement to 
come, to obtain an ultrasound of the baby to determine the sex, to prevent 
maternal illness, to promote baby’s health, to obtain information on pregnancy 
and delivery, to qualify for WIC and or Medicaid services, to meet the MD or 
CNM prior to delivery, to get vitamins during and birth control after pregnancy. 
Perceived Barriers to Prenatal Care - Self reported reasons for delaying prenatal 
care. These were identified through a menu checklist on the biographical 
questioimaire including: being unaware of pregnancy, not knowing where to go 
for care, being unable to get an appointment, perceive prenatal care as 
unimportant, unable to pay for care, lack of health insurance, conflict with work, 
no child care, fear and mistrust o f providers, desire to keep the pregnancy a 
secret..
Summary
This chapter has explored Pender's (1987) HPM as a conceptual way of studying 
the components o f  health promotion. The decision making and action phases of the 
model have been discussed, utilizing examples pertaining to the study population. 
Modifying factors including demographics, situational, behavioral and interpersonal
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factors have been linked to possible affects on the timing of prenatal care initiation. 
Perceptual factors, specifically benefits o f and barriers to initiating prenatal care have 
been emphasized. Review o f assumptions and operational definitions help place this 
study in the context o f  Pender’s theory. The components o f this model allowed the 
researcher to test the proposed research questions in an empirical manner.
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CHAPTER 4
RESEARCH METHOD AND PROCEDURES
This chapter explores the research design, identifies the sample, discusses the 
process o f data collection, selected tools and methods o f data analysis. Throughout this 
project, ethical considerations and human subjects rights have been addressed.
Research Design 
This investigation was carried out as a predictive correlational/non- 
experimental study design. A questionnaire/survey format was used to determine how 
the timing of prenatal care initiation was affected by self-reported: (a) preconception 
health promotion lifestyle behaviors, (b) personal characteristics, (c) social support, (d) 
situational factors, and (e) perceived benefits/barriers to initiating prenatal care. 
Descriptive analysis obtained from the biographical questionnaire portion o f the 
survey was used to describe the sample population. A correlational survey such as this 
was an appropriate choice since it allowed the researcher to examine the relationships 
between multiple variables (Bums & Grove, 1995).
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Sample
One hundred and fifty pregnant women enrolled in prenatal services comprised 
the sample for this study. Pregnancy was determined by a positive serum Human 
Chorionic Gonadotropin (HCG) test which was required prior to enrolling for clinic 
prenatal care services. A convenience sample o f  women was recruited from the 
waiting rooms of two prenatal care clinics in Reno, Nevada.
Prenatal care services in Reno provide care for many pregnant women in 
Washoe County. This county is the second largest county in Nevada with a population 
o f approximately 294,000 people (Statistical Report, 1995 Census Department, 
Washoe County). Most o f the county residents live in the cities of Reno or Sparks, 
however rural areas surrounding these cities have limited or nonexistent prenatal care 
services. Pregnant women living in these outlying areas must commute long distances 
(up to 150 miles) in order to obtain services. In 1996, there were 4,800 deliveries in 
Washoe County hospitals. Approximately 98% o f  these mothers participated in some 
form of formal prenatal care prior to delivery. According to nursing managers at two 
local labor and delivery departments, approximately one to nine women per month 
present for delivery without prior prenatal care (Barbara Walters, RN and Kim 
Winters. RN. personal communication, November 10. 1996). There were no available 
county statistics describing the incidence of home deliveries by lay midwives or 
family members in Washoe County.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
60
Data Collection Sites
Two prenatal care clinics located in Reno Nevada were selected as the data 
collection sites. They were in close proximity to downtown Reno and a large medical 
center, allowing for easy public transportation access and parking facilities. Patients 
are permitted to bring their other children with them to the clinic appointments, thus 
eliminating the need for child care during appointments.
The first office site is owned by a public-not-for-profit medical center and is 
operated by a physician-owned multidiscipline practice. Here, services are provided 
for Medicaid and low-income pregnant women. Those without financial assistance or 
insurance are offered reduced rates and payment plans for prenatal and antepartum 
services. Contracts for providing prenatal Medicaid coverage are negotiated annually 
between the State o f Nevada, the medical center and the private physician group. In 
1996, approximately 2,000 women received prenatal care services here. These services 
are provided from two to three weeks gestation, through the sixth postpartum week. 
The number o f daily patient visits ranged from 60-90 per day. Nearly 30% of last 
year’s patient population initiated prenatal care after the first trimester. Care providers 
include five obstetricians (rotating schedule), two certified nurse midwives, two nurse 
practitioners, a genetics counselor, two financial advisors (Spanish and English 
speaking), three registered nurses, a perinatologist, an ultrasound technician, four 
bilingual nursing assistants and a large office staff. Application for Medicaid benefits 
can be initiated at the first visit and expedited by clinic office personnel. Guidelines
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for prenatal care content and timing o f  visits are based on the ACOG 
recommendations (ACOG, 1986). The clinic is open Monday through Friday, from 
seven-thirty AM until five PM. Evening clinic hours are slated to begin in the summer 
o f 1997. Deliveries and after-hour emergency care are provided at the affiliated 
medical center located across the street from the clinic.
The second office is owned and operated by the same group of private 
physicians and is located adjacent to the first clinic. Most o f  patients seen in this 
office have health insurance. Care providers serve both clinics on a rotating basis, with 
the exception of the certified nurse midwives. Prenatal care guidelines, clinic hours 
and hospital services are similar for both groups. However, in this office, patients are 
able to continue receiving women's health care services with the same providers after 
pregnancy. Written consent to utilize both clinical sites for data collection was 
obtained prior to data collection.
Sampling Method
The desired sample size was determined by conducting power analysis, using a 
power level of .80. an alpha level of .05 and small effect size. This indicated that a 
minimum o f 150 participants would be needed for the study. During seven days of 
data collection, one hundred and seventy-five questionnaires were distributed with a 
response rate of 165. O f the 165 responses. 15 were not complete enough to use. 
bringing the number o f usable questiormaires to 150. Thirteen women stated they did 
not have enough time to complete the survey and two requested not to participate.
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Seven o f the respondents were minors accompanied by a parent. Informed consent was 
given by both the parent and minor prior to data collection. A copy o f this can be 
located in Appendix A. Parents of each minor were given a copy o f the questionnaire 
booklet to review prior to consent. Several clinic patients were unable to participate in 
the study because they were minors who were unaccompanied by a legal guardian.
Questionnaires were distributed and collected prior to clinic appointments, 
allowing respondents to return completed questionnaires directly to the investigator. 
Sampling took place during weekdays in the latter part o f  February, 1997 and was 
suspended only after sufficient questionnaires had been obtained.
Although permission was granted to utilize the private insurance clinic, 
sampling this population proved to be difficult. The registered nurse in this clinic did 
not want the investigator to approach patients in the waiting area stating, “These 
patients should not be bothered”. In response to this, the investigator consulted with 
the nurse practitioner and MD in charge o f  clinical services. Both were supportive of 
the study, yet wanted to avoid conflict with their staff RN. It was decided that the 
nurse practitioner would assist the investigator by approaching patients herself, asking 
if they would be willing to participate. She also agreed to return finished tools to the 
investigator each day during data collection. This unforeseen obstacle resulted in a 
very small sampling from the private insurance clinic, where only 14 completed 
questionnaires were collected. The final study sample reflects a disproportionate 
number o f study participants from the first clinic, thus representing a larger number of
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low-income, Medicaid recipients. Limitations o f  the study related to this sampling 
difficulty are discussed in Chapter Six.
Measurement Methods 
This study utilized three tools to collect data: The Health-promoting Lifestyle 
Profile (HPLP), the Social Support Apgar (SSA) and a biographical questionnaire 
developed by the researcher.
The Health-promoting Lifestvle Profile (HPLPl
Based on tenants o f Pender’s (1987) Health Promotion Model, Walker, 
Sechrist & Pender (1987) developed the Health-promoting Lifestyle Profile (HPLP). 
It was developed with the intent o f measuring health-promoting lifestyles. Participants 
were asked to report via the HPLP those behaviors reflecting their lifestyle during the 
year prior to this pregnancy. A copy of this tool is located in Appendix B. The 
approximate time required to complete this tool is 5-10 minutes. Permission to use the 
HPLP was granted by Susan Walker, one o f the original developers. This permission 
form is located in Appendix C. Results from the HPLP were scored by the researcher, 
using the tool developers’ recommended scoring guidelines.
The Health-promoting Lifestyle Profile is divided into six subscales reflecting 
six dimensions o f health-promoting lifestyle behaviors. Each item requires a self- 
reported response to issues concerning one o f the six dimensions: self-actualization 
(13 items), health responsibility (10 items), exercise (five items), nutrition (six items).
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interpersonal support (seven items) and stress management (seven items). A four point 
Likert scale o f never = 0, sometimes = 1, often = 2 and routinely = 4 was requested in 
response to each item. The overall range o f scores is 0-144, but the total profile score 
was recorded as the overall mean of scores. Although ordinal data were collected on 
each question o f  the Likert scale, subscale and total scores were treated as interval 
data. _
Development. Reliability and Validity o f  the HPLP.
In 1982, Pender constructed a 100-item checklist entitled Lifestyle and Health 
Habit Assessment (LHHA) for use as a clinical nursing tool. This check-list o f positive 
health behaviors consisted o f ten categories each of which required a “yes” or “no” 
response. In subsequent revisions, the original 100 items on the LHHA were retained, 
but the scoring was changed from a nominal to an ordinal level o f measure. “Yes” and 
“no” responses were changed to “never”, “sometimes”, “often” or “routinely” 
indicating frequency o f participation in the questioned behavior (Walker. Sechrist & 
Nobel, 1987). The revised LHHA was given to a pilot study o f 173 senior 
undergraduate and graduate nursing students for item evaluation and clarity. Internal 
consistency testing resulted in Cronbach’s alpha coefficient o f .91. which indicates a 
high level of internal consistency in that sample. Two weeks later a re-test 
administered to 92 o f  the original participants found the tool to be stable over that time 
period. Content validity was checked by four nursing faculty members knowledgeable 
in health promotion literature and concepts. As a group, these experts recommended
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that those items concerned with disease prevention and detection be omitted. Only 
those items pertaining to health promotion and illness prevention were to be added. 
After these adjustments, a total o f 107 items remained.
The modified instrument was tested on a convenience sample o f over 1,000 
volunteers recruited from two mid-western states. Distribution of age and gender 
within the sample reflected normal population distribution patterns. Out o f those 
recruited, 952 individuals completed the instrument. Interspersed throughout the tool 
were 81 positively worded items and 26 negative ones. Negative items were reverse 
scored so that higher scores reflected higher levels of health-promoting behaviors. 
Using the computer program Statistical Package for the Social Sciences (SPSS), item 
analysis o f  both total and subscale items resulted in deletion o f those that depressed 
reliability. During this process, a total o f  37 items were removed. Inter-item 
correlation matrix was used to check for redundancy between sub-groups. None was 
found. Stepwise factor analysis revealed a six categorical factor (subscale) solution 
rather than the original ten categories. In order to better define the composition on a 
six factor scale. 22 items which loaded with the least strength were deleted. After this, 
47% o f the variance was explained by the six factor subscales that currently comprise 
the HPLP. Correlation between the subscales was low indicating each represents a 
different conceptual dimension in the health-promoting lifestyle. Reliability testing 
revealed high internal consistency for the total scale (alpha = .922) and subscales
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(alpha from .702-.904). Histograms o f the subscale frequency distributions showed 
symmetrical distribution patterns.
After the rigors o f  testing, instrument developers concluded the HPLP was a 
reliable and valid tool for potentially describing health-promoting lifestyles among 
populations, exploring correlation between subscale scores and measuring change in 
health-promoting behaviors after nursing interventions. Since 1987, several health 
promotion research studies have used the HPLP to either predict or describe health- 
promoting lifestyles (Ahijevych, 1994; Duffy, 1988; Kemp & Hatmaker, 1993; Lusk. 
Kerr Ronis, 1995; Pender, Walker, Sechrist & Stromborg, 1990; Riffle, Yoho & 
Sams. 1989; Walker, Kerr, Pender, Sechrist, 1990; Wilson, 1991; Weitzel, 1989).
The Social Support Apgar fSSAl:
The Social Support Apgar (SSA) is a recently developed tool which explores 
the perceived adequacy o f social support among pregnant women (Norwood, 1996). 
This tool was developed for use in a large Washington based prenatal care clinic. A 
copy of the SSA and permission for its use are located in Appendixes D and E.
The Social Support Apgar was developed by extending the use o f Smilkstein's 
model on family support systems to also include social support structures (Good, 
Smilstein. Shaffer & Arons, 1979; Norwood, 1996). This was considered appropriate 
since many aspects o f the family extend into other social support realms (Norwood). 
The SSA focuses on the "who” and "what” o f interpersonal social support: “Who” 
meaning the source o f support and “what” meaning the type of support activity.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
67
Sources o f support are arranged in five categories representing the most commonly 
noted sources o f support for the pregnant woman. They include: (a) partner,
(b) parents, (c) family other than parents, (d) friends and (e) other acquaintances. In 
addition to categorizing sources o f support, this tool also classifies five different 
support activities as: (a) adaptation, (b) partnership, (c) growth, (d) affection and (e) 
resolve/commitment.
The SSA consists o f 25 items that measure situational satisfaction, as provided 
by five different sources, with a three point Likert scale (0 = hardly ever, 1 = some of 
the time, 2 = almost always). Each activity can have a score between zero to ten points 
(two points X five sources/activity). The completed five-item test has a maximum 
possible score o f 50. Ordinal data were scored cumulatively and treated as interval 
data. Higher scores on the SSA correspond to a higher level o f perceived satisfaction 
with current interpersonal social support. Readability o f the tool was calculated to be 
at the fifth grade level (Norwood, 1996).
Development. Reliabilitv and Validity of the SSA
The Social Support Apgar was developed by Susan Norwood in 1996 as a tool 
for assessing and measuring social support among pregnant women. Development of 
the tool was based on Smilkstein’s 1978 Family Apgar Scale, a tool designed for 
assessment o f social support in family functioning (Good, Smilstein. Shaffer & Arons. 
1979). The Family Apgar consists o f five items concerning sources o f support, as well 
as types o f support in the family. Internal consistency reliability coefficients o f 0.80
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for the Family Apgar have been reported repeatedly across populations (Smilkstein, 
Ashworth & Montano, 1982). Validity o f  this original instrument has been shown by 
the high correlation found between Family Apgar scores and therapists’ ratings o f 
family function (Good, Smilkstein, Shaffer & Arons, 1979). Using a similar format as 
the Family Apgar, the SSA examines sources and types o f support pertaining to 
pregnant women, instead of the family (Norwood, 1996).
After its initial development, the SSA was submitted to an expert panel o f  six 
nurse educators with expertise in mental health, community health, matemal-child 
nursing and instrument development. Panel members agreed that the categories 
represented likely sources o f support during pregnancy. After this, a pilot study was 
tested on a convenience sample o f 30 low-income maternity patients. Subjects 
confirmed that items were understood and interpreted as intended. Study result showed 
a Cronbach’s alpha o f  .93.
Three separate studies were conducted to test the new SSA tool. The first study 
examined the relationship between SSA scores, the number o f  prenatal visits and 
pregnancy outcomes. A convenience sample o f 220 postpartum women were given the 
SSA, with results showing a Cronbach’s alpha o f .90. Analysis o f these three factors 
showed no relationship between level o f support, prenatal visits and pregnancy 
outcomes. Construct validity, evaluated with factor analysis showed that five support 
source factors would accoimt for 80.2% o f the variance. However, further evaluation 
of the five support activities identified in the tool, found a high incidence o f
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intercorrelation. Results o f this study showed strong internal consistency reliability, 
but mixed results concerning the validity (Norwood, 1996).
The second study testing the SSA examined the association between social 
support and perceived life stress among 52 low-income, maternity patients (Norwwod, 
1996). It was hypothesized that those perceiving more social support would perceive 
less life stress. Social support was measured using the SSA, and perceived stress was 
measured using the Difficult Life Circumstance Scale (DLC). SSA scores ranged 
from six-50 with Cronbach’s alpha o f .88. Using correlation analysis, study results 
supported the hypothesis that high levels o f perceived support was associated with less 
perceived stress. (Norwood, 1996).
The last study explored the clinical relevance o f the SSA by comparing nurse 
and client’s ratings o f the client’s perceived social support system. The researchers felt 
that if  nurse and client ratings were the same, it showed that nurses were already 
accurately assessing patients’ social support and had no need o f a formal tool 
(Norwood, 1996). Fifty-four pregnant women and five registered nurses working in a 
maternity support program made up the study sample. Wording on the SSA was 
adjusted so the RNs could evaluate the patient’s social support. Cronbach's alpha for 
the patient group SSA was .93, and for the RNs modified SSA the Cronbach's 
alpha = .86 . Using correlation analysis, the overall agreement rate for the RNs and 
patients was only 50%.
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Based on these initial three studies, Norwood (1996) concluded that the SSA 
has value as a screening tool for assessing perceived social support in the prenatal 
population. While the validity o f the SSA has been questioned, these limitations have 
been explained in the studies using the tool. As this tool is a  relatively new tool, 
further evidence o f validity is being analyzed (Norwood).
Prenatal Biographical Questionnaire
The third instrument was a 20 item biographical questionnaire developed by 
the investigator to obtain demographic variables, situational factors and self-reported 
barriers/benefits to prenatal care. This tool, located in Appendix E, was used to assess 
differences and similarities within the sample, as well as to test the relationships 
assumed by components o f Pender’s HPM. The level o f data collected with this 
instrument is classified in Table 1.
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Table 1
Question # Variable Level Of Data
1 Age Ratio
2 Marital status Nominal
3 Education Ratio
4 Ethnicity Nominal
5 Role of household members Nominal
6 Planned pregnancy? Nominal
7 Prior pregnancy Nominal
8 Number of children Ratio
9 Prior prenatal care Nominal
10 Employment status Nominal
11 Financial Assistance Nominal
12 Annual household income Ordinal
13 Suspected pregnancy date Nominal/Ordinal
14 EDC Nominal
15 Gestation at first visit Interval
16 Perception of visit timing Nominal
17 Perceived barrier to care Nominal
18 Perceived benefit to care Nominal
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To determine its clarity and time required for completion, five clinic 
employees were asked to fill out the questionnaire and provide feed back to the 
investigator. According to these employees, the questionnaire took approximately five 
to 10 minutes to complete and was easy to understand. Coding and scoring 
questioimaire data was done by the researcher utilizing the computer software 
package, SPSS Windows 1993. The data input framework was reviewed by a 
computer expert prior to loading data. Computerized data sheets were scanned three 
times to detect and correct faulty data input.
Data Collection Procedure
Data were collected primarily by the investigators. Some assistance was 
required from a nurse practitioner to obtain questionnaires from the private insurance 
clinic. On each day during the seven days of data collection, the investigator utilized 
the clinic waiting room to access the sample population. Individuals were approached 
after they had checked in for a scheduled visit. A brief explanation o f  the study and 
time required for completion was given before asking their consent to participate. If 
the individual did not wish to participate, she was politely thanked for her time. Only 
two women requested not to be part o f  the study. If  a clinic patient agreed to 
participate, the researcher gave them a booklet containing an introduction letter 
explaining the purpose o f the study and the participant's consent, an HPLP. a 
biographical questionnaire and a SSA. Pencils and clipboards were also provided.
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Participants were verbally reminded by the researcher that participation was voluntary 
and confidential. Those minors that participated did so only after informed consent 
from a parent.
When participants had completed the questionnaire booklet, they deposited 
them in a locked box kept in the waiting room next to the investigator. Completed 
tools in the locked box remained with the investigator at all times. Every evening 
during the data collection period, the investigator removed the tools from the locked 
box and tallied the results onto a secured computer using SPSS Windows (1993) and a 
data code key. Tallied information was kept on the computer hard drive with back-up 
disks stored in a different secured location. After data were transferred from the tools, 
the instruments were stored in a small home safe at the investigator’s residence where 
they will remain for four years. After that time, they will be shredded and destroyed.
Ethical Considerations
Because this study required personal interaction with subjects and the sharing 
o f private information, issues of human subjects’ rights were addressed. In 
consideration of human subjects’ rights and the University o f Nevada Las Vegas 
approval process, a Human Rights Protocol Form was submitted for approval to the 
Department of Nursing Human Rights Committee in January o f 1997. After 
acceptance from this committee, further approval was obtained from the UNLV Social 
Behavioral Subcommittee o f the Institutional Review Board (IRB) in mid February.
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Approval forms are located in Appendix G. Data collection did not commence until 
approval had been granted from the UNLV Office o f Research Administration and 
directors o f the prenatal clinical sites. As seen in Appendix G, written permission to 
utilize the clinical sites was obtained from the director o f clinical services, under the 
authorization o f  the medical director. An abstract of the proposed study and data 
collection questionnaire booklet containing the HPLP, SSA and biographical 
questionnaire were submitted to the director o f clinical services prior to obtaining their 
consent. Copies o f each are located in Appendixes B, D, F and G.
Potential Risks and Benefits
Each subject was given a cover letter explaining the identity o f  the investigator 
and the nature o f the study, including its risks and benefits. Participants were informed 
both verbally and in the cover letter that completing and returning the questionnaire 
implied their consent to participate. Potential risks to participants included the sharing 
o f private information with the investigator. Questions pertaining to job status, 
planned versus unplanned pregnancy and income may have caused psychological 
stress to the participants. These participants may have feared sharing such information 
with the investigator (Polit & Hungler, 1991). Steps taken to minimize this risk 
included: assuring anonymity to the participants by reminding them that no names 
would be on the tools, assuring them  they could leave any answer blank and telling 
them that all records were kept in a locked safe until destroyed post study. None o f the 
participants voiced concerns over sharing information, however many
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(n = 14) did not answer the question pertaining to household income.
Participants were required to spend 15-20 minutes o f their time to complete 
the data collection questionnaire booklet. Another potential risk was that participants 
may have taken time away from their prenatal care provider visit to complete the 
questionnaires. In order to avoid this, the researcher reminded each participant to use 
only waiting room time. Some o f  the distributed questionnaires were incomplete due 
to a short waiting time, yet no tim e was taken away from the provider visit.
Fortunately for the investigator, the average waiting room time was 30 minutes, 
allowing most women adequate time to complete the questionnaire booklet.
Potential benefits o f this study included the identification of factors involved in 
determining the timing of prenatal care initiation. Initiation o f early prenatal care is 
beneficial to the health o f mother and child, yet many women continue to begin care 
long after conception. With this information, interventions could be implemented to 
remove barriers to care, enhance perceived benefits and attract more women to initiate 
early prenatal care. Additionally, components of the HPM have been further tested, 
adding to the current body of health promotion research.
Data Analysis
Sample characteristics were analyzed using demographic information collected 
from the biographical questionnaire. Descriptive statistics including means, ranges, 
medians and standard deviations were calculated using SSPS Windows (1993) in order
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to compare the study sample to the total population. Nominal data were numerically 
coded, then labeled to identify each measurement. HPLP and SSA scores were 
analyzed using descriptive statistics including the mean, median, mode, range and 
standard deviation.
Cronbach’s alpha correlations were calculated for the HPLP and SSA in order 
to determine measurement reliability within the sample. Following the descriptive data 
analysis phase, inferential statistics were used to determine the outcome for each 
research question. All inferential statistics in this study were analyzed using a .05 
probability level. Prior to regression analysis, a log transformation was conducted on 
variables income, age and timing in order to obtain a more normal distribution. This 
change was necessary to meet an assumption for regression analysis
Each research question was analyzed in the following manner:
Research Question 1
Is there a relationship between preconception health-promoting behaviors, 
demographic modifying factors, situational factors, interpersonal support, perceived 
benefits of care, perceived barriers to care and timing o f prenatal care initiation? 
Correlation coefficients, determined by the level o f  data collected, were used to 
establish the outcome o f this question. The correlation coefficients used included 
Pearson's Product Moment Correlation, Spearman's Rho. and Point Bi-serial 
Coefficients.
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Research Question 2
To what extent will the timing of prenatal care initiation be predicted by the 
presence o f preconception health-promoting behaviors?
The dependent variable was the timing o f prenatal care initiation (interval data) 
found on question 15 o f the biographical questionnaire. The independent variables 
were the self-reported preconception health-promoting lifestyle behaviors measured 
with the HPLP. Total scores of the HPLP were treated as interval data. Regression 
analysis was used to determine statistical significance.
Research Question 3 :
To what extent will the timing o f prenatal care initiation be predicted by 
demographic modifying factors?
The dependent variable was the timing o f prenatal care initiation (interval data) 
found on question 15 o f the biographical questionnaire. The independent variables 
were
the demographic modifying factors o f age, marital status, ethnicity, education, and 
income as measured on the biographical questionnaire. These data were a mixture of 
nominal, ordinal and ratio level data. Nominal and ordinal data were dummy coded so 
as to appear as interval data. Multiple regression analysis was used.
Research Question 4:
To what extent will the timing of prenatal care initiation be predicted by 
situational factors?
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The dependent variable was the timing o f  prenatal care initiation (interval 
data), found on question 15 o f the biographical questionnaire. The independent 
variables were
situational factors planned/unplanned pregnancy, prior exposure to prenatal care and 
household membership. These data were measured at the nominal level, then dummy 
coded to appear as interval data. Adult household membership (AHM) found on 
question five o f  the biographical questionnaire allowed for more than one response. 
This variable was analyzed by treating each option individually as a yes or no 
response, where as yes = 0 and no = 1. Prior exposure to prenatal care, number eight 
on the questionnaire, was coded as; 0 = no prior care, 1 = prior exposure to care. 
Planned versus unplanned pregnancy, number 20 on the questionnaire, was coded as: 0 
= unplanned, 1 = plarmed. Multiple regression analysis was used to analyze this data. 
Research Question 5
To what extent will the timing o f prenatal care initiation be predicted by 
interpersonal social support?
The dependent variable was the timing o f  prenatal care initiation (intern al data) 
found on question 15 of the biographical questionnaire. The independent variable was 
interpersonal social support as measured on the SSA. Qrdinal data were collected from 
this tool. However, total scores were added and thus could be treated as interval data. 
Regression analysis was used to analyze this research question.
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Research Question 6
To what extent will the timing o f prenatal care initiation be predicted by 
perceived benefits o f and barriers to prenatal care?
The dependent variable was the timing of prenatal care initiation (interval data) 
found on question 15 of the biographical questionnaire. The independent variables 
were identified perceived barriers/benefits to prenatal care located on questions 10, 17 
and 18 o f the biographical questionnaire. Question 10 identified the time in minutes 
required for travel to the prenatal care appointment (interval data). Longer travel times 
have been identified as a barrier to care in prior studies. Perceived barriers in question 
17, listed 14 potential barriers to obtaining care. Identified barriers were added with a 
possible score o f  0-14, and then were treated as interval data. Perceived benefits 
identified on question 18, listed 11 potential benefits to obtaining timely prenatal care. 
Identified benefits were added, with a possible score range o f  0-11, then treated as 
interval data. Multiple regression was used to answer the research question.
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FINDINGS
Data analysis was conducted on 150 questionnaire booklets completed by 
pregnant women in two northern Nevada prenatal care clinics. The variables of 
preconception health-promoting behaviors, demographic personal characteristics, 
interpersonal support, situational characteristics and perceived benefits/barriers to care 
were measured. Demographic information was used also to describe the sample.
Demographics
Women in the study (n = 150) were from one to nine months pregnant. As seen 
in Table 2, many o f the respondents were in the latter part of their pregnancy. The age 
range o f  study participants was 15 and 40 years, with 63% (n = 97) o f the sample 
below the age of 26. While the majority o f the sample was single (57.3%. n = 86),
34% ( n = 51) were married and 8.7% (n = 13) divorced. Ethnic background was 
reported as predominately White/Caucasian (73.3%, n = 110), with minority groups 
comprising the remaining 26.3% of the sample (n = 40). Minority representation, as 
seen in table 5, consisted o f African Americans, Hispanics, Native Americans and one 
Pacific Islander. In Table 6, the respondents' reported years o f completed education
80
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varied from nine to sixteen years, with the majority (65.3%, n =  98) having completed 
12 years o f education.
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Table 2
Months Pregnant at Time o f Data Collection
Months Pregnant % n
One 2.0 3
Two 8.7 13
Three 6.0 9
Four 9.3 14
Five 14.0 21
Six 7.3 11
Seven 13.3 20
Eight 14.7 22
Nine 24.7 37
Total 100.0 150
Note.
mean = 6.213 
median = 7.0 
mode = 9.0 
sd = 2.42
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Table 3
Age of Respondents
Age % n
15-20 32.0 48
21-25 31.3 47
26-30 22.0 33
31-35 9.3 14
36-40 5.3 8
Total 100 150
Note.
mean = 24.24 
mode =18 
median = 24 
sd = 5.71
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Table 4
Marital Status o f Respondents
Marital Status %
Single 57.3 86
Married 34.0 51
Divorced 8.7 13
Total ÏÔÔ Î5Ô"
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Table 5
Race of Respondents
Race % n
White/Caucasian 73.3 110
African American 5.3 8
Hispanic 10.0 15
Native American 10.7 16
Pacific Islander .7 1
Total 100 150
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Table 6
Years o f Completed Education
#  o f years completed % n
9 4.0 6
10 12.0 18
11 18.7 28
12 38.7 58
13 9.3 14
14 9.3 14
15 4.7 7
16 3.3 5
Total 100 150
Note. 
n=150 
mean = 12 
mode = 1 2  
median = 1 2  
sd =  1.57
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Seventy percent of the sample reported having been previously pregnant,
51.3% of which had received prenatal care in prior pregnancies. Fifty-one percent of 
the sample (n = 77) did not have children, while 30% (n = 45) had only one child. The 
majority o f women lived with either the father o f the baby (64%, n = 96) or their 
parents (21.3%, n = 32). Other forms of adult household membership were written in 
by 10 (5.3%) respondents. These included living with a sibling (n = 6), a boyfriend 
(n = 2), a home for unwed mothers (n = 1) and a step-parent (n = 1). Two respondents 
who had checked the “other” option did not indicate who “other” was.
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Table 7
Prior Pregnancy
Prior Pregnancy % n
_  _  _
No 30 45
Total ÎÔÔ Ï5Ô~
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Table 8
Prior Prenatal Care
Prior Prenatal care % n
_  _  _
No 48.7 73
Total ÏÔÔ 150"
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Table 9 
Present Number of Children
Number of Children % n
0 51.3 77
1 30.0 45
2 11.3 17
3 5.3 8
4 2.0 3
Total 100.0 150
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Table 10
Adults in household % n
None 15.3 23
Father of Baby 64.0 96
Parents 21.3 32
Father of Baby’s Parents 6.7 10
Grandparents 4.0 6
Friends 8.0 12
Other 6.7 12
Total 126 191
Note.
Total is >100% since more than one option response was possible, 
n = # of responses
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Over three quarters o f the sample were employed during the previous year on 
either a full-time (56.7%) or part-time (19.3%) basis. The remainder o f the sample 
(24%) reported to be unemployed during that same time period.
The most commonly reported household income was between $10-15,000 per 
year, with over 60% of the sample making less than $20,000 annually. This was the 
most commonly excluded item on the biographical questioimaire with 14 (9.3%) 
participants having omitted information on their household income.
Among this sample, Medicaid was the most commonly reported form of 
assistance (66%), followed by WIC (47.3%.). Twenty-six participants (17.3%) 
reported having “no assistance” and 14 (9.3%) had private health insurance. Those that 
checked “other” forms of assistance (n = 11, 7.3%) wrote in the following sources:
Aid for Families with Dependent Children (AFDC) (n = 3), Indian Health Services 
(IHS)
(n = 6), family assistance (n = 1), and Food Stamps (n = 1).
Respondents’ travel time to the prenatal care clinics varied from three (n = 1) 
to 160 minutes (n = 3). For 60% of the participants (n = 90), traveling to the clinics 
took between 15 and 30 minutes. The most frequently reported form of transportation 
was by private car driven either by the respondent (56%, n = 84) or by someone else 
(43.3%, n = 65). Few of the women relied on public transportation to access prenatal 
care services.
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Table 11
Employment Status in the Last Year
Employment % n
FuU T im e(l) 5 6 J  s T
Part-time (2) 19.3 76
Not Employed (3) 24.0 36
Total ÏÔÔ Ï5Ô"
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Table 12 
Income
Income % n
0-$10,000 22.7 34
$10,001-$15,000 28.7 43
$15,001-$20,000 16.7 25
$20,001-$25,000 8.0 12
$25,001-$30,000 2.7 4
$30,001-$35,000 4.0 6
$35,001-$40,000 2.7 4
$40,001-$45,000 4.0 6
greater than >$ 45,001 1.3 2
Total 100 136
Note.
mean = 2.89 
median = 2 
mode = 2 
sd = 2.50
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Table 13 
Assistance
Assistance % n
Private insimance 8.7 13
Medicaid 66.0 99
WIC 47.3 71
No assistance 17.3 26
Other assistance 7.3 11
Total 146.6 220
Note.
% Total is > 100 since more than one option response was possible, 
n = total # of responses.
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Table 14 
Travel Time to Clinic
Time in minutes % n
3-10 29.6 44
11-20 28.8 43
21-30 12.0 18
31-40 6.0 9
41-50 10.0 15
51-60 7.6 11
61-70 0 0
71-80 2.0 3
81-90 2.0 3
> 9 0 2-0 3
Total 100 149
Note.
mean = 27.98 
median = 20 
mode = 10 
sd = 2.50
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Table 15
Transportation % n
Drives herself 56 84
Someone drives her 43.3 65
Bus 10.7 16
Walks 2.9 5
Cab 2.3 4
Total 115.2 174
Note.
% total is > 100 since more than one option response was possible, 
n = total # of responses.
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Timing o f prenatal care initiation was reported as number of weeks gestation 
when care began. Respondents recorded this on the biographical questionnaire as the 
week of pregnancy when they initiated their first prenatal care visit. To check 
awareness of gestation, participants were asked to record date of perceived conception 
and “due date” (EDC). All but two participants provided this information within an 
estimate of at least a week. These two respondents then checked with their care 
provider before filling in the date on the biographical questionnaire.
Sixty-eight percent (n = 102) o f  the sample began care in the first trimester of 
pregnancy, the remainder of the population (32%, n = 48) began care after the 
recommended time (after the 12th week). None of the sample felt they had started 
prenatal care “too early”. Instead, 63.3% (n = 95) thought they had started care “at the 
right time” and 36.7% (n = 55) reported the perception of having started care ’’too 
late”.
It is interesting to note, that among those women who had initiated care “late” 
(after the 12th week of gestation), 83% felt they had started care “later” than they 
should have. The remaining 16.7% felt they had started care at the “right time”, even 
though their initial visit was later than the recommended ACOG guidelines.
In Table 18, pregnancy was reported as planned among 26% (n=39) of the 
sample, while the rest of the respondents indicated this pregnancy as unplanned. Only 
one respondent omitted this question.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
99
Table 16
Weeks Gestation % n
2-4 weeks 10.7 16
5-8 weeks 34.0 51
9-12 weeks 23.3 35
13-16 weeks 16.0 24
17-20 weeks 7.3 11
21-24 weeks 4.7 7
25-28 weeks 2.7 4
29-32 weeks 1.3 2
Total 100 150
Note.
mean = 11.153 weeks 
median = 9.5 weeks 
mode = 8 weeks 
sd = 6.084
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Table 17
Sample’s Perception of Timing to Prenatal Care Initiation 
Timing perception % n
Too early 0 0
At the right time 63.3 95
Later than I should have 36.7 55
Total ÏÔÔ Ï5Ô"
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Table 18
Planned Versus Unplanned Pregnancy 
Variable %
Unplanned Pregnancy 73.7 110
Planned Pregnancy 26.3 39
Total ÏÔÔ 1 4 ^
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Perceived Barriers to Initiating Prenatal Care 
Perceived barriers that potentially cause delayed prenatal care initiation were 
identified by 116 respondents. Participants were asked to identify those barriers they 
felt applied to them. The most commonly cited barrier was that the woman “didn’t 
know I was pregnant” (55%, n=65), followed by the barriers “I don’t have health 
insurance” (40.1%, n=57) and “I don’t have enough money to pay for prenatal care” 
(38.8%, n=45). One respondent wrote in an additional barrier saying, “I recently 
moved from another state and did not have a health provider”. Two of the possible 
barriers were not identified by any o f the respondents. They were, “because my family 
did not want me to come” a n d ‘T wanted to have my baby naturally without a doctor”
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Table 19
Identified perceived barriers % n
I did not know I was pregnant 56 65
I don’t have health insurance 49.1 57
I didn’t have enough money to pay for prenatal care 38.8 45
I was unable to get an appointment 21.6 25
I was scared to come to the clinic 8.6 10
I didn’t want anyone to know I was pregnant 6.9 8
I have no child care to watch my other children 5.2 6
Other women have had no care or started late,-they are OK 3.4 4
My job wouldn’t let me have time off to come 2.6 3
Early prenatal care is not important 1.7 2
Doctors and nurses can’t be trusted 1.7 2
Total 221.5 257
Note.
% total is > 100 since more than one option response was possible, 
n = total # of responses
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Perceived Benefits o f Initiating Prenatal Care
Perceived benefits to initiating prenatal care as early as possible were identified 
by 144 of the study participants. The most frequently cited perceived benefit to early 
prenatal care initiation was, “So my baby would develop well during pregnancy”
(97.9%, n = 41) followed by, “So I could get vitamins and any medicines I may need” 
(70.1%, n = 101) and, “So I could get information about being pregnant” (44.4%, 
n = 64). The last option “I don't know why” was not checked by any o f the 
respondents. This was not actually a perceived benefit to initiating prenatal care, but 
allowed any respondent the chance to say they had no known reason to initiate early 
prenatal care. Two o f the respondents checked all 11 benefits, however the majority of 
the sample identified between two and four perceived benefit responses.
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Identified perceived benefit % n
So my baby would develop well during pregnancy 97.9 141
So I could get vitamins and any medicine I may need 70.1 101
So I could get information and books about pregnancy 44.4 64
So I could get to know the Dr. or CNM that would deliver me 42.4 61
To prevent me from getting sick during pregnancy 39.6 57
So I could have ultrasound to find out the sex of my baby 29.2 42
So I could find out what happens during labor 26.4 38
Family and friends wanted me to come 19.4 28
So I could qualify for Medicaid services 19.4 28
So I could qualify for WIC services 11.8 17
So I could get birth control after the baby is bora 11.1 16
Total 411.7 593
Note.
% total is > 100 since more than one option response was possible, 
n = total # o f responses
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Preconception HPLP Scores
Self-reported, preconception health-promoting lifestyle behaviors were 
identified on the HPLP tool by 150 respondents. Total and subscale means were 
calculated according to the recommendations o f  the tool developers. Possible mean 
scores ranged fi'om one and to four, with one as the lowest possible score. Higher 
scores reflect a higher incidence o f health-promoting behaviors. The HPLP subscale 
“interpersonal support” had the highest mean score among the sample (2.367) and the 
subscale “health responsibility” had the lowest (1.802).
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Table 21
Variable Mean Median Mode Range
HPLP Subs. Interpersonal S. 2.94 2.86 2.71 1.67-4.00
HPLP Subs. Self-actualization 2.85 2.85 3.00 1.38-4.00
HPLP Total Score 2.37 2.35 2.15 2.50-3.52
HPLP Subs. Stress Manage. 2.33 2.14 1.86 1.29-4.00
HPLP Subs. Nutrition 2.10 2.0 1.83 1.00-4.00
HPLP Subs. Exercise 1.98 1.80 1.20 1.00-4.00
HPLP Health Respons. 1.80 1.70 1.60 1.38-4.00
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
108
Social Support Apgar Results
Social Support Apgars were completed by 146 respondents. Subscale means 
among the sample subscales were very similar, with a large range of scores.
These were calculated to have a possible 0-10 range of score for each subscale. They 
were then added together to obtain the total SSA score. The possible total scale score 
was 0-50. A rise in SSA scores, reflected an increase in the participant’s perception of 
interpersonal social support. Only total SSA scores were used in the regression 
analysis hypothesis testing. As is seen in Table 20, the range of scores varied greatly 
among the
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Table 22
Self-reported Social Support Apgar (SSA) scores
Variable Mean Median Mode Range
SSA Total Score 34.082 34.0 50 0-10
SSA subscale-Adaptation 6.91 7.0 10 0-10
SSA subscale- Growth 6.91 6.5 10 0-10
SSA subscale- Partnership 6.89 7.0 10 0-10
SSA subscale- Affection 6.86 6.0 10 0-10
SSA Resolve/commitment 6.46 6.0 10 O-IO
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Reliability Testing of the Instruments
Cronbach’s alpha was calculated for the Health Promotion Lifestyle Profile 
(HPLP) and the Social Support Apgar (SSA) in order to determine internal consistency 
of the instruments for this sample. The Cronbach’s alpha scores for the total HPLP 
score = .91 and the total SSA = .88 were high. Cronbach’s alpha was calculated for all 
subscales of the instruments as seen in Table 23. Three of the SSA and one o f the 
HPLP subscale alphas were low, however only total scores for both the SSA and 
HPLP were used in the regression analysis hypothesis testing. Therefore, these two 
instruments were considered acceptable for use in this study.
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Table 23
SuDDort Aoear fSSAl; Total and Subscale Values.
Alpha of sampleScale Number o f items
HPLP Total Scale 48 .91
HPLP Subscale Health Responsibility 10 .86
HPLP Subscale Nutrition 6 .82
HPLP Subscale Interpersonal Support 7 .81
HPLP Subscale Exercise 5 .81
HPLP Subscale Self-actualization 13 .79
HPLP Stress Management 7 .48
SSA Total Scale 25 .88
SSA Subscale 5 Resolve/Commitment 5 .74
SSA Subscale 3 Growth 5 .70
SSA Subscale 1 Adaptation 5 .63
SSA Subscale 4 Affection 5 .44
SSA Subscale Partnership 5 .40
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Statistical Testing o f the Research Questions
The analysis for each o f the research questions was computed and follows. 
Question 1
The relationships between preconception health-promoting behaviors, 
demographic modifying factors, interpersonal support, perceived benefits of care, 
perceived barriers to care and timing of prenatal care initiation were originally 
questioned. Pearson’s Product Moment Correlation was used to calculate relationships 
between the interval level variables, Spearman’s Rho for ordinal variables and Point- 
Biserial for all nominal level independent variables. Correlations between these 
variables revealed the following significant findings:
A positive correlation was found between the number of identified barriers 
and timing of prenatal care initiation (r =  .47, p < .001). Indicating that as the number 
o f identified barriers increased, so did the number of weeks at which the prenatal care 
was initiated. A negative correlation (r = -.184, p =.02) was found between the number 
of completed years of education and timing of the prenatal care initiation. In this 
relationship, as the number o f education years increased, the number of weeks at 
prenatal care initiation decreased.
Spearman’s Rho was used to analyze the correlation between the independent 
variable income and dependent variable timing o f prenatal care initiation. A significant 
negative correlation (r = -.21, p = .014) was found between income and timing of
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prenatal care initiation. As the income decreased, the timing of entry into prenatal care 
increased.
Point Bi-serial analysis was used to determine Correlations among nominal 
level data (marital status, ethnicity, planned vs. unplanned pregnancy and adult 
household membership) and timing o f prenatal care initiation. Results from this 
analysis revealed a negative correlation between those with a reported plaimed 
pregnancy and timing o f care initiation. If the pregnancy was planned, the weeks at 
prenatal care initiation decreased (r =  .203, p = .013). Another significant finding in 
this data set, was the correlation between those reporting adult household membership 
as “living with baby’s father” and fewer weeks at initiation of prenatal care (r = .185, p 
= .024). A relationship was found between those participants who lived with the 
baby’s father, those with planned pregnancy and earlier initiation to care. Ethnicity, 
marital status and other household membership however, had no relevant correlation 
to the timing of prenatal care initiation.
A correlation was found between selected demographics and total HPLP 
scores: (a) Age (r = .188, p = .026), (b) income (r = .230, p = .009), and (c) education 
(r = .318, p = .001). As age, income and education increased, so did the total HPLP 
scores. There was also a positive correlation between total SSA scores and total HPLP 
scores (r = .300, p = .001). As the score on the total HPLP increased, so did the total 
SSA score.
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Table 24: Correlation Matrix for All Variables
Correl. 
Pearson r
Timing Edu­
cation
AHM
none
AHM
FOB
AHM
parent
AHM
FOBP
AHM
GP
Timing 1.00 -.184* -.130 .185* -.043 .055 -.079
Education
AHM
-.184* 1.00 .014 -.101 .200* .121 .088
none
AHM
-.130 .014 1.00 -.490** -.222** -.040 .008
FOB
AHM
.185* -.101 -.490* 1.00 -.321** .089 .082
parents
AHM
-.043 .200* -.22** -.321** 1.00 -.074 -.023
FOB F 
AHM
.055 .121 -.040 .089 -.074 1.00 .355**
GP
AHM
-.079 .088 .008 .082 -.023 .355** 1.00
friends
AHM
.012 -.014 .011 .016 -.034 .217** .316**
other -.064 .104 -.040 -.078 -.074 .250** .355**
Prior care .038 .132 -.081 -.076 .209* .168* .074
Age -.087 .457** -.070 -.129 .320* .162* .128
$/Year -.213* .228** .132 -.259** .166 .049 .024
Plan preg. .193* .104 .043 -.219** .163* .038 -.033
Marry -.109 .163* .068 -.329** .268** -.093 -.071
Ethnic -.110 .156 .168* -.218** .172* .084 .111
Barrier
Travel
.474** -.286** .033 -.008 .091 -.015 .031
Time .005 .006 .086 -.004 .065 .101 .004
Benefit -.039 -.090 -.067 .009 -.068 -.026 -.126
SSA tot. .040 .183* .190* -.321** -.004 .011 -.149
HPLPtot -.108 .318** .105 -.210 .193* .001 -.001
Note.
* = p < .05 ** = p <.01
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Table 24: Correlation Matrix for All Variables- Continued
Coir. 
Pearson r
AHM
friend
AHM
other
Prior P 
Care
Age S/Year Plan
Preg.
Marry
Timing .012 -.064 .038 -.087 -.213* .193* -.109
Education -.014 .104 .132 .457** .228** .104 .163*
AHM
none .011 -.040 -.081 -.070 .132 .043 .068
AHM
FOB .016 -.078 -.076 -.129 -.259** -.219** -.329**
AHM
parents -.034 .-.074 .209* .320* .166 .163* .268**
AHM
FOBP .217** .250** .168* .162* .049 .038 -.093
AHM
GP .316** .355** .074 .128 .024 -.033 -.071
AHM
friends 1.00 .217** .057 .030 .105 .120 .106
AHM
other .217 1.00 .007 .049 .089 .125 .077
Prior
care .057 .007 1.00 .348** -.169* -.203* .270**
Age .030 .049 .348** 1.00 .177* .114 .114
S/Year .105 .089 .169* .177* 1.00 .023 .276**
Plan preg. .120 .023 .125 .114 .193* 1.00 .221**
Marry .106 .077 .270** .114 .276** .221**. 1.00
Ethnic -.008 .023 -.003 .124 .126 .141 .164*
Barrier .045 -.071 .135 .055 -.092 -.116 -.019
Travel
Time .013 -.057 .125 .031 -.040 .077 .103
Benefit .014 -.133 -.221** -.321 -.166 .023 .013
SSA tot. -.055 -.003 .068 .085 .148 .067 -.001
HPLPtoL .050 -.002 .009 .188* .230** .053 .170*
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Table 24: Correlation Matrix for All Variables- Continued
Corr. 
Pearson r
Ethnic Barrier Travel
time
Benefit SSA tot HPLP tot
Timing -.110 474** .005 -.039 .040 -.108
Education .156 -.286** .006 -.090 .183* .381**
AHM .168* .033 .086 -.067 .190* .105
none
AHM -.218** -.008 -.004 .009 -.321** -.210*
FOB
AHM .172 .091 .065 -.068 -.004 .193*
parents
AHM .084 -.015 .101 -.026 .011 .001
FOBP
AHM .111 .031 .004 -.126 -.149 -.001
GP
AHM -.008 .045 .013 .014 -.055 .050
friends
AHM .023 -.071 -.057 -.133 -.003 -.022
other
Prior -.003 .135 .125 -.221 .068 .009
care
Age .124 .055 .031 -.321 .085 .188**
S/Year .126 -.092 -.040 -.166 .148 .230**
Plan preg. .141 -.116 -.077 .023 .067 .053
Marry .164* -.019 .103 .013 -.001 .170*
Ethnic 1.00 -.021 .012 .013 .004 .169*
Barrier -.021 1.00 .131 .165* -.120 -.208*
Travel
Time .012 .131 1.00 .030 -.076 .024
Benefit .013 .165* .030 1.00 -.017 -.013
SSA toL .004 -.120 -.076 -.017 1.00 .300**
HPLPtot .169 -.071 .024 -.013 .300** 1.00
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Question 2
Regression analysis was used to address the extent to which timing of prenatal 
care initiation can be predicted by the presence o f health-promoting behaviors. Health- 
promoting behaviors (HPLP) was identified as the independent variable and timing o f 
prenatal care initiation as the dependent variable. These two variables were not 
significantly correlated (r = -.108), thus violating an important assumption of 
regression analysis. However, to fully answer the research question, the regression 
analysis was done. Histograms were obtained to check for normal distribution o f  the 
variables. Because o f the skewness of the dependent variable timing 
(skewness = +1.06), a log transformation was conducted in order to obtain a more 
normal distribution.
Preconception health-promoting behaviors were able to explain only one 
percent o f the variance on the dependent variable, timing o f initiation to prenatal care. 
There was no statistical significance in predicting timing to prenatal care initiation 
with preconception HPLP scores (r = -1.627, p = .106).
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Table 25
Care (n = 150)
Variable B SE E Beta t Sig
HPLP -.14 .001 -.133 -1.627 .106
Note.
R squared = .018 
Adjusted R Square = .011
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Figure 3: Histogram of Timing Prior to Log Transformation
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
120
.25 .38 .50 .63 .75 .88 1.00 1.13 1.25 1.38
Figure 4: Histogram of Timing After Log Transformation
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Question 3
Multiple regression was used to determine if timing o f prenatal care initiation 
could be predicted by demographic modifying variables. The timing o f prenatal care 
initiation was used as the dependent variable and the demographics, (age, marital 
status, ethnicity, education and income) were used as the independent variables. 
Correlations for the independent variables with the dependent variable were as 
follows: (a) age (r = -.087), (b) marital status (r =-.109), (c) ethnicity (r = -.110),
(d) education (r = -.184*), and (e) income (r = -.213*). Only income and education 
were correlated with the dependent variable, an assumption o f multiple regression.
These were the only two demographic modifying factors used in the multiple 
regression analysis. The distribution on variable income did not appear normal 
(skewness = +1.40), requiring a log transformation to meet the assumption o f  normal 
distribution. Figures five and six show distribution patterns for this variable before and 
after log transformation.
After log transformation, on the independent variable income, multiple 
regression analysis was conducted. Results o f the analysis, presented in Table 26, 
show that none o f  the two independent variables were able to significantly predict the 
dependent variable: Education (t = -1.072, p = .286) and income (t = -1.865, p = .064)
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Table 26
On Timine of Prenatal Care Initiation fn = 136)
Variable B SEB Beta t Sig
Education -.15 .014 -.104 -1.072 .286
Income -.141 .076 -.170 -1.865 .064
Note.
R Square = .068 
Adjusted R Square = .032
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Figure S: Histogram of Income Prior to Log Transformation
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Figure 6: Histogram of Income After Log Transformation
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Question 4
Multiple regression was used to determine if timing of prenatal care initiation 
could be predicted by situational factors planned/unplanned pregnancy, prior exposure 
to prenatal care, and household membership; living with the baby’s father. Using the 
situational factors as the independent variables and timing of prenatal care initiation as 
the dependent variable, analysis examined to what extent situational factors would be 
able to predict timing of prenatal care initiation. Correlations were found between the 
dependent variable and independent variables lives with baby’s father (r = .185*) and 
planned pregnancy (r = .193*). Prior exposure to care (r = .038) had no correlation 
with the dependent variable and was not included in the multiple regression analysis.
O f the two independent variables tested, only situational factor planned pregnancy was 
significant (t = -2.196, p = .030). Those with reported planned pregnancy initiated 
prenatal care earlier.
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Table 27
Baby’s Father on Deoendent Variable Timing of Initiation to Prenatal Care.fn = 150)
Variable B SEB Beta t Sig
Plaimed Pregnancy -.99 .045 -.181 -2.196 .030
Lives W ith Baby’s Father -.76 .041 .151 -1.841 .068
Note.
R Square = .069 
Adjusted R Square = .05
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Question 5
The predictability o f timing of prenatal care initiation based on interpersonal 
social support was questioned. There was no correlation between these variables 
(r =  .040), thus violating an assumption o f  regression analysis. However, regression 
analysis was conducted to fully answer the research question. Results showed there 
was no statistically significant predictive relationship between the variables (t = .184, 
p =  .855). The independent variable o f social support was not able to explain even one 
percent of the variance in the dependent variable timing o f initiation to prenatal care.
Table 28
Regression Table of Social Support on Timing of Initiation to Prenatal Care (n = 146) 
Variable B SE B Beta t Sig
SSA 35 !ÔÔ2 3 Ï5  l 8 4  3 5 5
Note.
R  Square = .00 
Adjusted R Square = .007
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Question 6
This question examined the extent to which the timing of prenatal care 
initiation could be predicted by perceived benefits of and barriers to prenatal care. 
Independent variables of travel time to clinic, barriers to and benefits o f prenatal care 
were included to test the prediction o f timing of prenatal care initiation. Two 
respondents checked all 11 identified perceived benefits to initiating timely prenatal 
care. These were recognized as outliers and were both removed from the computation 
prior to multiple regression analysis. Qnly the variable barriers was correlated with the 
dependent variable (r = .474**), however the other two variables were included in the 
analysis to thoroughly answer the question. The multiple regression analysis showed 
that the independent variables barriers, benefits and travel time accounted for nearly 
27% o f the variance in the dependent variable timing of initiation to prenatal care. 
Identified barriers however, was the only statistically significant variable (t = 7.394, 
p = .00) to predict timing of initiation to care.
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Table 30
Timing of Prenatal Care Initiation (n = 144)
Variable B SE B Beta t Sig
Identified barriers .86 .012 .531 7.394 .000
Identified benefits -.11 .007 -.118 -1.639 .103
Travel time .53 .001 .055 .769 .443
Note.
R Square = .281 
Adjusted R Square = .266
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Summary
The population was described using descriptive analysis. Reliability testing of 
the HPLP and SSA instruments was conducted using alpha Cronbachs’ scores. Total 
scale scores had acceptably high Cronbach’s alpha. Correlation analysis of study 
variables revealed a negative correlation between education and income, where as each 
of these variables increased, the number o f weeks at prenatal care initiation decreased.
A positive correlation was found between the number of identified barriers and the 
number o f  weeks at care initiation. As the number of barriers increased, the number of 
weeks at prenatal care initiation also increased. Planned pregnancy and household 
membership was also correlated with initiation to prenatal care. Those who had 
plaimed pregnancy or lived with the baby’s father initiated care sooner.
Results horn multiple regression analysis showed that the factors identified 
barriers and plaimed pregnancy were the only ones able to statistically predict timing 
of initiation to prenatal care. Those with more identified barriers initiated later care, 
whereas those with planned pregnancy initiated care sooner.
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CHAPTER 6 
DISCUSSION
The intent of this study was to identify possible variables that might predict a 
pregnant woman’s timing o f  initiation to prenatal care services. Demographic 
variables, preconception health-promoting behaviors, interpersonal social support, 
situational factors, and perceived barriers to/benefits o f care were all examined to see 
what role they play in predicting the time o f the first prenatal care visit. Studies have 
shown that the health o f the woman at the time o f conception and in early pregnancy 
will affect the health o f her child. Early access to prenatal care is seen as an important 
intervention to enhance the health of that woman and child. As outlined in Healthy 
People. 2000. promoting the health o f current and future generations is a monumental 
goal for the nation. Therefore the focus o f  this study was on identifying factors that 
could predict the timing of initiation to prenatal care.
Sample Characteristics 
Due to difficulty sampling the private insurance clinic, the majority o f the 
sample respondents were young, low-income, Medicaid recipients. The percentage of 
Medicaid recipients (66%) in the sample was much higher than the 1994 national 
estimate o f 30% (United States General Accounting Office, 1994). This study’s
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sample did not adequately represent the general demographic population of pregnant 
women. To do so, a larger more diverse sampling method would be needed. Although 
this sample was not more diverse, it was still an important group to study. Low 
income, young women represent a group at higher risk for initiating late prenatal care. 
It is groups such as these, that greatly benefit from studies directed toward increasing 
access to early care.
O f the sample, only 67% o f the pregnant women initiated prenatal care services 
before the 12th week o f pregnancy. As o f  1993, the incidence o f early prenatal care in 
the United States was estimated at 76% (lOM , 1993). Early prenatal care initiation in 
this sample was substantially lower than this and much lower than the projected 90% 
goal o f Healthv People 2000. This sample characteristic however, was very similar to 
the pregnant population studied in a New Mexico prenatal care clinic (Roger & S tiff 
1996). In the New Mexico study, the same percentage o f women (33 %) presented for 
care after the recommended time (12th week o f pregnancy). Sample populations were 
also similar, as both represented predominately low-income Medicaid recipients. For 
both studies, identified barriers to care were the primary reported reason for delayed 
initiation to prenatal services. In each study, poor finances and being unaware o f 
pregnancy were the most frequently cited barriers to care initiation. Unlike the New 
Mexico study however, participants in this study did not cite fear o f  the health 
provider as a main reason to delay care services.
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Among those respondents who had initiated late prenatal care (n = 48), the 
majority (83%) felt they had started care “ later” than they should have. Even though 
they had started care late, they acknowledged the perceived need for earlier access. For 
these women, ignorance regarding the benefits o f early prenatal did not appear to be a 
barrier to obtaining timely initiation to care. This finding then set the stage for the rest 
o f the study; to search for other variables that may cause delay to early prenatal care 
initiation.
Significant Findings o f the Study 
Health-Promoting Behaviors
Within this study sample, the presence o f  preconception health-promoting 
behaviors did not predict participation in another type o f health-promoting behavior: 
Early prenatal care initiation. Other studies predicting health-promoting behaviors 
have also found such predictions elusive. Patterns o f  self-reported health-promoting 
behaviors within a large group o f women and men (n=3,025) found that engaging in 
one type of health-promoting behavior was not necessarily associated with engaging in 
another (Sobal, Revicki & DeForge, 1992). These researchers found that patterns o f 
health-promoting behaviors were uniquely individual and predicting the occurrence of 
one based on another was not probable. Their study did not directly use Pender's 
HPM, however their research consistently reflected variables inherent in this model. 
Unlike Pender, these researchers stated they found no reliable way of predicting 
participation in health-promoting behaviors.
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Accurate data collection concerning preconception health-promoting behaviors 
presented some limitations. Women in the study were asked to recall behaviors prior 
to this pregnancy. Since the majority (53%) of the sample were in their last trimester 
o f pregnancy, they had to recall health behaviors from nearly a year ago. Recalling 
past events accurately may have posed a problem for study participants. It would have 
been more ideal to collect this information from non-pregnant women of childbearing 
years, subsequently following them through time until they became pregnant and 
initiated prenatal care. Locating a sample and carrying through to this longitudinal 
design would be more difficult, however the information about health-promoting 
behaviors might result in more accurate identification o f  behaviors.
The clinic waiting room environment may also have affected the accurate 
reporting of health-promoting behaviors. Filled with colorful posters of healthy 
lifestyle recommendations, the clinic waiting room may have influenced participants 
to respond in a way inspired by their surroundings, not by accurate recall. This 
limitation could have been avoided by choosing a data collection site away from the 
clinic environment. A mailed questionnaire filled out in the familiar environment of 
home may have produced different findings with regard to health behaviors.
A correlation was found between higher income, years o f education and age 
with higher HPLP scores. As each o f these variables increased, so too did the HPLP 
scores. Similar associations between income, age and education were found in studies 
using the HPLP with different populations (Ahjvych & Bernard, 1994; Lusk et al.
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1990; Weitzel, 1989; Wilson, 1991). These researchers questioned the HPLP’s ability 
to predict participation in health-promoting behaviors among groups other than the 
upper-middle class population. I f  this were the case, use o f  the HPLP in this study 
would have been problematic, as the sample population consisted primarily of young, 
low-income women.
There was a positive correlation between total SSA scores and total HPLP 
scores. This was not surprising since one component o f the HPLP reflects 
interpersonal support. It should not have affected the regression analysis however, as 
they were tested separately against the dependent variable, timing o f prenatal care 
initiation
Demographic Variables
During correlation analysis with the demographic variables o f  income and 
education, a negative relationship was found between these two factors and the timing 
o f prenatal care initiation. This relationship showed that as each of these variables 
increased, the number o f weeks at care initiation decreased. In regression analysis 
however, these variables explained only 3% of the variance on the dependent variable. 
They did not have a powerful enough influence to statistically predict timing of 
prenatal care initiation. The impact o f  these demographic variables however, should 
not be overlooked. In a larger, more diverse sample o f women such as the 1985 Maine 
study, the variables income and education may have the statistical strength to predict 
timing of initiation to prenatal care (McDonald & Cobum. 1985).
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An accurate depiction o f demographic variables relied on honest responses 
from the sample population. Although it is assumed that respondents answered 
honestly, most o f the study sample reported very low, almost unbelievable, household 
incomes. It was not until the second day o f data collection that the investigator 
realized that the clinic waiting room was adjacent to a financial aide office. Even 
though anonymity and confidentiality were assured by the investigator, some 
respondents may have reported falsely low household incomes, in the event that 
information would be shared. Participants may have feared truthful disclosure would 
jeopardize qualifying for federal or state benefits (WIC, Medicaid or AFDC). This was 
one o f several unforeseen drawbacks to the study which may have been avoided if the 
data collection site had been located elsewhere.
Situational Factors
Any number o f situations in life may influence timing o f entry into prenatal 
services. Those selected for the study (planned/unplanned pregnancy, prior prenatal 
care, and lives with baby's father) were situations found to affect prenatal care access 
in similar study populations (McDonald & Cobum, 1985; Rogers & Schiff ,1996). 
Surprisingly, in this sample it did not matter if  women had already had been exposed 
to prenatal care in the past. These women (n = 77) were just as likely to initiate late 
care as those who had no previous exposure to prenatal services.
The situational variable, "planned pregnancy" did play an important role in 
statistically predicting earlier initiation to prenatal care. A plarmed pregnancy was
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statistically significant (p = .03) in predicting fewer weeks of pregnancy at time o f the 
initial prenatal visit. This finding was consistent with the 1983 study among pregnant 
women in Maine (n = 1,904) where researchers found tmplanned pregnancy to be a 
powerful predictor in initiating late prenatal care (McDonald & Cobum, 1985).
The third situational factor, women who reported “living with the baby’s 
father” was correlated with earlier initiation to prenatal care at a statistically 
significant level (p = .024). Marital status however did not have a significant 
correlation. In multiple regression analysis the correlation relationship “living with the 
baby’s father” was not strong enough to predict the timing of prenatal care initiation
(p = .068).
Modifying situational factors in Pender’s model may be numerous. This part o f 
the study was limited to examining only three situational factors and may not have 
adequately tested this portion o f the model. Additional situational factors such as the 
“type o f employment” may also play a role in predicting initiation to prenatal care. A 
greater number o f variables would require a larger sample size and may be the focus o f 
a further study.
Social Support
Although prior research has shown the positive effects of social support on the 
health and birth outcomes for the mother (Collins et al., 1993), this factor had no 
statistical relationship to the timing o f prenatal care initiation. Using the Social 
Support Apgar (SSA) to gather data on interpersonal social support may have
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contributed to this inconclusive finding. The SSA is a relatively new tool that has not 
been utilized in many research studies. In its early stages o f  development, the 
researcher foimd mixed results concerning the validity o f the tool. Prior to this 
analysis, calculations o f the Alpha coefficients for the subscales by themselves were 
very low (Cronbach’s alphas = .40-.74), yet the total SSA scale score used in the 
regression analysis was acceptable (Cronbach’s Alpha = .88). Based on this, the tool 
may have lacked validity in studying social support among this sample. Another tool 
may have yielded different study results, but tools for measuring social support among 
pregnant women are scarce. Further studies using the SSA may provide information 
necessary to improve the tool. This study was able to extend the use o f  this new tool 
and increase reliability and validity testing o f the SSA. In addition to possible tool 
limitations, difficulty collecting accurate interpersonal social support data was also 
encountered.
During data collection, many participants came to the clinic with family, 
friends or a significant other. Seating in the crowded waiting room did not allow study 
participants much privacy as they filled out the questionnaire booklets. The close 
proximity o f friends and family members may have altered the responses pertaining to 
social support. One participant’s husband jokingly told the investigator, “I can do that 
part for her” . This influencing factor could have been reduced if testing took place in 
an atmosphere that allowed for more privacy.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
139
Barriers/Benefits to Care
Results from this study found that the number o f perceived barriers to care 
were highly statistically significant (p < .001) in predicting those women who would 
enter prenatal care later. The strong relationship between perceived barriers to care and 
delaying the first prenatal care visit was not surprising. Rogers & Schiff (1996) 
identified several o f  the same perceived barriers to care in their New Mexico study 
sample. In 1983, researchers in Maine also discovered very similar findings in a 
sample of New England women (McDonald & Cobum, 1985). It is interesting to note 
that regardless o f the time and distance between these studies, the identified barriers to 
initiating prenatal care are consistently similar. Those barriers most commonly cited in 
each study were being unaware o f pregnant state and lacking financial resources. 
Sample groups o f women throughout the United States should be studied to see if their 
circumstances are also similar. Results o f  such studies may identify populations that 
have been successful in overcoming some o f these identified barriers to prenatal care 
access. Interventions patterned after those successful programs could be integrated into 
clinics where access is still greatly delayed.
Perceived benefits to prenatal care initiation did not have any impact on the 
timing o f prenatal care initiation. Even though the sample cited twice as many 
perceived benefits as they did barriers, this did not increase their incidence of earlier 
care initiation. Collecting data in the prenatal clinic setting may have caused women to
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
140
over emphasize perceived benefits to care. Had they been in an environment away 
from the clinical setting, their response may have been different..
There were other potential problems with data collection on perceived barriers 
to and benefits o f prenatal care initiation. On the biographical questionnaire, women 
were allowed to choose from a menu o f commonly cited barriers or benefits to 
initiating prenatal care. The data collection procedure did not include a place for 
written answers identifying those items not offered on the menu. One participant did 
write in a response below the list indicating, a recent move had caused her to delay 
prenatal care. A place to write in such information would have been beneficial in order 
to identify more barriers to and benefits o f prenatal care.
Limitations o f the Studv’s Scone
The scope o f this study was limited to examining the timing of initiation to 
prenatal care, only one of the factors used to measure adequacy o f prenatal care 
access. It did not check for such things as adherence to subsequent recommended 
visits nor did it assess the quality o f the prenatal care services. Further studies in these 
areas are recommended, since these factors are also important aspects o f prenatal care 
delivery.
Limitations o f Analvsis
The variables timing, income and education required a log transformation prior 
to analysis. This was done in order to meet the regression assumption of normal 
distribution, but may have influenced the results o f analysis. The log transformation
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values were not transformed back into their original distributions and may further 
weaken the findings.
In question three, two o f  the demographic independent variables income and 
education were correlated (r = .228**). This does cause concern for multicolliniarity 
among independent variables in multiple regression analysis, a violation o f this 
analysis. Several o f the tested variables, particularly independent variables HPLP and 
SSA scores did not show a correlation with the dependent variable, timing o f prenatal 
care initiation. This violates an assumption o f regression analysis, however the 
regression analysis was conducted in spite o f this. This was done in order to address 
and attempt to answer all o f the research questions. Distributions and correlations may 
have been more significant to the study if  a larger, more diverse sample was tested. In 
light of these limitations, analysis should be interpreted cautiously.
Summary
Implications o f the Studv on Pender’s HPM
The Health Promotion Model (Pender, 1987) was useful in providing a 
conceptual structure for this study. This model was consistent with the study’s purpose 
to examine a type o f  health-promoting behavior; early initiation to prenatal care. The 
scope of the study was limited to using only portions o f the HPM, making 
generalizations about the model as a whole impossible. Of the six model components 
selected for use in this study, only two were significant in explaining participation in
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the health-promoting behavior early initiation to prenatal care. These were the 
cognitive-perceptual factor perceived barriers to health-promoting behavior and the 
modifying situational factor plaimed pregnancy. None o f the other four model 
component factors were able to predict early initiation to prenatal care, a type of 
health-promoting behavior. Use o f other components o f the model may have resulted 
in a different outcome. Components excluded from this study could be incorporated 
into another study, to see if  other factors in the model may predict a health-promoting 
behavior such as early prenatal care initiation. However, other nursing researchers 
have also had difficulty using the HPM to predict health behaviors (Ahjvych & 
Bernhard, 1994; Kemp & Hatmaker 1993: Lusk, Kerr & Ronis, 1990). In these three 
studies, researchers found that the use of the model with samples other than upper 
middle class groups was questionable. They found that that variables income and 
education played a more significant part in predicting health-promoting behaviors than 
did any other component in the HPM.
A recent study using Pender’s HPM reported numerous problems with the 
model. In this study, researchers examined the effects o f demographic and biological 
characteristics on health-promoting behaviors in a large population o f women and men 
(n = 3,025). The structure o f the model was examined using sample data with the 
program LISREL 7. Study results showed that the model did not fit the data. This 
study also found that separate variables on the HPM shared common indicators (such 
as self-actualization and interpersonal support). Based on these results the model was
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modified to fit the data, yet even after this adjustment, little variance in the health- 
promoting behaviors was explained. The study concluded with the recommendation 
that the model be entirely revised (Johnson, Ratner, Bottorff & Hayduk, 1993)
Since this study began, Pender has updated and revised her model (1996). A 
new HPLP tool (HPLP 11) is now available, yet it is unclear how it corresponds to the 
updated revisions on the HPM. Careful review o f the new HPM and HPLP tool would 
be needed to see if this new version addresses the problems found in the original 
model.
Implications for Health Care Providers
This study foimd that the number o f cited barriers to prenatal care could predict 
delayed entry to prenatal care initiation. The number one cited barrier to initiating 
early prenatal care was that they did not realize they were pregnant. This was also a 
cited barrier in previous studies (Rojers & Schiff, 1996; McDonald & Cobum, 1985). 
Since many women delay access to prenatal care because they are unaware o f  being 
pregnant, health care persormel who work with women o f childbearing age should be 
attuned to potential pregnancy in their patient population. Preconception care should 
include ongoing patient teaching and evaluation in this select group. The goal o f care 
among these women is to help them incorporate healthy behaviors into their lifestyles 
in the event o f pregnancy. Once pregnancy is suspected and confirmed, immediate 
referral to prenatal care should be facilitated.
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Inadequate financial resources and insurance were also cited barriers. I f  this 
continues to be a barrier to care, health care professionals active at their state 
legislative level could be instrumental in removing these barriers. Health care funding 
for low-income pregnant women is often determined at the state level. Lobbying on 
behalf o f these women may increase allocations for subsidized prenatal services. 
Health care personnel can also serve as a referral source, providing information on 
available programs and subsidies for these patients in need. Serving as a referral 
source can be the much needed link that connects these women to the appropriate 
services.
Experiencing prior prenatal care was not a predictive factor for those initiating 
earlier prenatal care. This gives a strong message to those providing prenatal services. 
During the first prenatal experience, providers should impress upon their patients the 
importance o f early initiation to care in each pregnancy. A recommendation from this 
finding is to conduct a study examining the content of prenatal programs to see if 
providers stress the importance o f early care.
Planned pregnancy was a powerful predictor in determining earlier initiation to 
prenatal care. Health care providers can play an important role in providing women 
with family planning information. Educating women about their bodys’ is an 
important intervention for health care personnel. A woman with more knowledge 
about her body would hopefully be more able to plan pregnancy. Education such as 
this should also make women more aware o f being pregnant, even if it is not planned.
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Having such an awareness should in turn influence the decision to initiate early 
prenatal care.
Health care providers are facing new challenges in striving to meet national 
health objectives, particularly those related to improved maternal child health. Barriers 
to timely prenatal care continue to delay important health services for many pregnant 
women. Health care professionals from clinical, administrative and education 
backgroimds can become involved in activities to remove such barriers, thus 
improving prenatal care access. Maternal child health should concern all health care 
providers, since the health o f pregnant women today will directly impact the health o f 
a future generation.
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Dear Clinic Patient,
I am a graduate nursing student from the University o f  Nevada Las Vegas 
conducting a study on the health promotion lifestyles and behaviors o f pregnant 
women receiving prenatal care in northern Nevada. Approval from the UNLV 
nursing department and Human Subjects Rights Committee has been granted for 
this study. Would you please help me in this study by completing the attached 
questionnaire booklet? Your participation in this study would help health care 
providers better imderstand the needs o f pregnant women like yourself. This 
information is not part o f your clinical record and the answers you provide will not 
be shared with the clinic staff. Participating in this study will not change your care 
in the clinic in any way. This is strictly voluntary and you may end participation at 
any time. It will take about 15-20 minutes o f your tim e to complete the 
questionnaire and you may do so while waiting. No tim e will be taken from your 
clinic appointment. There is no cost for your participation. All information is 
anonymous and confidential. Please do not put your name or any identifying 
number on the booklet. Please fill out only one.
If  you do not wish to be part o f  this study please do not fill out this booklet. 
I f  you wish to be part o f this study, please complete the questionnaire booklet and 
place it in the blue marked box located at the clinic desk. Completion o f the 
questionnaire-booklet implies that you have willingly consented to be part o f  this 
study. If you have previously participated by filling out a questionnaire study 
booklet, do not fill out another one. You may answer only those questions you 
wish. 1 will be available in the clinic to answer any questions you may have 
regarding the questionnaires or the study. If you have any other concerns you may 
contact me in Reno at 324-4263 or the Human Subjects Rights Department at the 
University o f Nevada Las Vegas at (702) 895-1357.
The completed questionnaire booklets will be kept in a secure location at 
my residence and destroyed four years after the study is complete. If you so request, 
results o f the study will be mailed to you.
Thank you for your assistance!
Fran McKeon. RN
UNLV Family Nurse Practitioner Student
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LIFESTYLE PROFILE (HPLP)
Directions; This questionnaire contains statements about your life or personal habits. 
Please respond to each item as it pertained to you during the year before this 
pregnancy. Indicate the regularity which you routinely engaged in such behaviors 
during the year before pregnancy by circling
N for never, S for sometime, O for often, or R  for routinely
“During the year before pregnancy 1... Never Sometime Often Routinely
1...... ate b reak fast. N S 0 R
2. reported  an y  unusua l signs o r  sy m p to m s to  a 
d o c to r
N S 0 R
3. liked m yself. N S 0 R
4 . perfo rm ed  stre tch in g  exerc ises a t  least 3 tim es 
p e r w eek.
N S 0 R
5. chose foods w ith o u t p rese rv a tiv es  o r  o th e r 
add itives.
N S 0 R
6. took  so m e tim e  fo r re laxation  each  day . N S 0 R
7. had m y  ch o les te ro l level c h e c k e d  and  knew  the 
result.
N S 0 R
8. w as en th u sia stic  and  op tim istic  a b o u t life. N S 0 R
9. felt 1 w as g ro w in g  and c h an g in g  persona lly  in a 
positive d irec tions.
N S 0 R
10 d iscussed  personal p rob lem s an d  co n ce rn s w ith  
persons c lo se  to  m e.
N S 0 R
11 was aw are  o f  th e  sources o f  s tre ss  in m y  life N S 0 R
12 felt h ap p y  and  content. N S 0 R
13 exercised  v igo rously  fo r 2 0 -3 0  m inuets at least 
3 tim es p e r w eek .
N S 0 R
14 ate 3 reg u la r m eals a day. N S 0 R
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“During the year before pregnancy 1... Never Sometime Often Routinely
15. read  a rtic les  o r  books ab o u t p rom oting  health . N S 0 R
16...w as aw are  o f  m y  p e rsona l s tren g th s and 
w eaknesses .
N S 0 R
17. w o rk ed  to w ard  long-term  g o a ls  in my life. N S 0 R
18. p ra ised  o th e r p eo p le  eas ily  fo r the ir 
accom plishm en ts .
N S 0 R
19. read  labels to  iden tify  the  n u trien ts  in packaged  
food .
N S 0 R
20 . qu estio n ed  m y  d o c to r o r  g o t a  second op in ion  
w h en  I d id  n o t ag ree  w ith  th e  recom m endations.
N S 0 R
21 . looked  fo rw ard  to  th e  fu ture N S 0 R
22 . p a rtic ip a ted  in su p e rv ised  ex e rc ise  program s or 
ac tiv ities .
N S 0 R
23 . w as aw are  o f  w h a t is im p o rtan t to  me in life. N S 0 R
24 . en jo y ed  to u ch in g  and  b e ing  to u ch ed  by people  
c lo se  to  m e.
N S 0 R
25 . m ain ta in ed  m ean in g fu l and  fu lfilling  
in te rpersona l re la tionsh ip s .
N S 0 R
26 . inc luded  ro u g h ag e  o r  f ib e r (w h o le  grains, raw  
fru its  o r  veg e tab les) in m y  d iet.
N S 0 R
27 . p rac ticed  re lax a tio n  o r  m ed ita tio n  for 15-20 
m in u tes  daily .
N S o R
28 . d iscu ssed  m y  h ea lth  care  c o n ce rn s  with 
qu a lified  p ro fessiona ls .
N S 0 R
29 . respec ted  m y  ow n  accom plishm en ts . N S 0 R
30. ch eck ed  m y  p u lse  ra te  w hen  I exercise. N S 0 R
31. sp en t tim e  w ith  c lo se  friends. N S 0 R
32. had  m y  b lood  p ressu re  ch eck ed  and  knew  w hat 
it w as.
N S 0 R
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“During the year before pregnancy I... Never Sometime Often Routinely
33 . a ttended  educational p ro g ra m s on  im prov ing  
the  e n v iro n m en t in w hich 1 liv e .
N S 0 R
34. found  each  d ay  in teresting  an d  ch a llen g in g  . N S 0 R
35. ..p lanned  o r  selected  m ea ls  to  inc lude  th e  “ basic 
4” food g ro u p s  each  day.
N S 0 R
36. co n sc io u sly  re laxed  m u sc le s  b e fo re  sleep . N S 0 R
37 . found  m y  liv ing  en v iro n m en t p lea san t and  
satisfy ing .
N S 0 R
38. en g ag ed  in recreational p h y s ic a l ac tiv ities  (such  
as w alk ing , sw im m ing , b icy c lin g ).
N S 0 R
39 . found  it e a sy  to  express co n c e rn , love and  
w arm th  to  o thers .
N S 0 R
40 . co n cen tra ted  on  p leasan t th o u g h ts  a t bed tim e N S 0 R
41 . found  co n stru c tiv e  w ays to  ex p ress  m y  feelings N S 0 R
42 . so u g h t in fo rm ation  from  h ea lth  p ro fessiona l 
about w ays to  tak e  good  ca re  o f  m yself.
N S 0 R
43 . o b se rv ed  m y  body a t le a s t ev e ry  m on th  fo r 
physical ch an g es  o r  danger sig n s.
N S 0 R
44 . w as rea lis tic  abou t the  g o a ls  1 h ad  set. N S 0 R
45 . used  sp ec ific  m ethods to  c o n tro l m y  stress N S 0 R
46 . a ttended  educa tiona l p ro g ram s on  p ersona l 
health  care.
N S 0 R
47 . w as to u ch ed  by  and to u ch  th o se  p eo p le  1 care  
about.
N S 0 R
48 . be lieved  th a t m y life h ad  a  pu rpose N S 0 R
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THE UNIVERSITY OF MICHIGAN 
________SCHOOL OF________
NiRSING
October 1,1996
Fran McKeon 
1321 Ridgeway Ct 
Reno, Nevada 89S03
Dear Fran:
You have my permission to utilize the Health Promoting Lifestyle Profile in your study 
“Pregnant Women and Health Promotion Practices.”
Cordially,
Nola J. Pender, PhD, RN, FAAN 
Associate Dean for Academic Affairs 
and Research
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Social Support Questionnaire
This questionnaire is about the support you are receiving from different people 
during your pregnancy.
Instructions: Please put an “x” in the box that best describes how much support 
you are currently receiving from each catagory o f persons.
1 .1 am satisfied that I could turn to this person for help when something is 
troubling me during my pregnancy.......
Hardly ever Some o f the 
time
Almost always
A. My babv's father.....................
B. My parents................................
C. Other members o f my family....
D. My friends................................
E. Other people I know (work, 
church, neighbors, etc.)............
2 . 1 was satisfied with the way this person talked things over with me and shared problems 
with me during this pregnancy........
Hardly ever Some o f  the 
time
Almost always
A. My baby's father.....................
B. Mv parents................................
C. Other members o f my family....
D. My friends................................
E. Other people I know (work, 
church, neighbors, etc.)............
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3 . 1 am satisfied that this person is accepting and supporting my wishes to take on new 
activities and make changes in my lifestyle during this pregnancy.
Hardly ever Some o f  the 
time
Almost always
A. My baby’s father.....................
B. My parents.................................
C. Other members o f  my family ...
D. My friends.................................
E. Other people I know (work, 
church, neighbors, etc.)...........
4 . 1 am satisfied with the way this person expresses affectection and responds to my 
emotions such as anger, sorrow or love during this pregnancy.
Hardly ever Some o f the 
time
Almost always
A. Mv baby’s father.....................
B. My parents.................................
C. Other members o f  my family....
D. My friends.................................
E. Other people I know (work, 
church, neighbors, etc.)...........
5. I am satisfied with the way this person and 1 share time togther during this pregnancy
Hardly ever Some o f the time Almost always
A. Mv baby’s father.....................
B. My parents.................................
C. Other members o f  my family....
D. Mv friends.................................
E. Other people 1 know (work, 
church, neighbors, etc.)...........
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Frances McKeon, RN 
1321 Ridgeway Court 
Reno, Nevada, 89503 
(702) 324-4263
Dear Dr. Norwood, December 11, 1996
I am a graduate FNP student attending the University of Nevada Las Vegas 
School of Nursing. My thesis pertains to the behaviors of pregnant women in 
Nevada and their participation in prenatal care. One of the components I plan to 
examine is the effect of interpersonal support on prenatal care participation. I was 
delighted to find your article in “Research in Nursing and health", which describes 
the Social Support Apgar. After reading about the SSA I realized that this tool 
would be more appropriate for my proposed study than the tool I had originally 
planned to use.
My proposal is nearly complete and I hope to start collecting data in the 
early spring. I am writing to request a copy of the SSA and permission for its use in 
my study. I will gladly cover the costs necessary for utilizing your tool. I look 
forward to your reply.
Thank you,
Fran McKeon, RN
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Biographical Questionnaire 
Please check the correct answer or fill in the blank
1. H ow  o ld  are yo u  ?_
2. A re  y o u  ?
single
m arried
divorced
w idow
3. W hat is the h ig h es t g rad e  in educa tion  h av e  y o u  fin ish ed  ?
4. W h a t is your e thn ic  b ack g ro u n d  ?
C aucasian /W hite
Afncan-American/Biack
H ispanic
A sian
O ther (p lease  spec ify  here)__________________________
5. W ho  a re  the ad u lts  you  live w ith?  
N one
Father o f  y o u r  baby  
Parents
Father o f  the b a b y ’s paren ts
G randparen ts
Friends
O ther (p lease  spec ify )______
6. H ave you  ever b een  p reg n an t before?
Yes
N o
7. H ow  m anv ch ild ren  have  vou  had  ?
8. B efo re  this p regnancy , have  you  ev e r rece iv ed  p ren a ta l c a re  ?
Yes
N o
9. W ith in  the last yea r, have  you w orked:
Full tim e 
Part tim e
W as n o t em p loyed
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10. H ow  long does it tak e  y o u  to  g e t to  th e  p re n a ta l ca re  c lin ic  fo r y o u r  appo in tm en t?  
Less than  5 m in u tes  
B etw een 5 an d  10 m inu tes  
B etw een 10 a n d  15 m in u e ts  
B etw een 15 and  20  m in u e ts  
B etw een 20 a n d  25  m in u e ts  
B etw een 25 a n d  30  m in u e ts  
B etw een 30 an d  35 m inue ts  
B etw een 35 an d  40  m inue ts  
B etw een 40 a n d  45 m inue ts  
L onger than  4 5  m in u e ts
11. H ow  do you  g e t to y o u r p ren a ta l a p p o in tm e n ts?  
D rive y o u rse lf  
S om eone d riv es you  
T ake  the bu s 
W alk
T ake a  cab
10. D o you  receive  assistance  from  an y  o f  th e  fo llo w in g ?  Y ou m ay c h e c k  m ore  than one: 
Private  health  in su rance  
M edicaid  
W IC
N o assistance
O ther (p lease sp ec ify  so u rce ]________________________________
13. O n w hat date  did y o u  su sp ec t you  w e re  p re g n a n t ? [Ifyou are unsure o f  the exact date please 
estimate within a week) m o n th ________________d a y _____________y e a r ______________
14. O n w hat date  is y o u r baby  d u e  ? (Ifyou are unsure o f  the exact date please estimate as closely 
as possible within a week) m o n th :________________d ay :______________ y e a r_____________
15. H ow  m any w eeks p reg n an t w e re  y o u  w h e n  yo u  had  y o u r first p ren a ta l v is it ? 
B efore the 12th w eek  (in  th e  firs t tr im este r)
B etw een the 12th and  24 th  w eek  (se c o n d  tr im este r)
A fter the 24 th  w eek  (th ird  tr im es te r)
A fter the 3 6 th  w eek
16. D o you th ink  tha t yo u  started  p rena ta l c a re : 
too early  ? 
at the righ t tim e  ? 
later than  vou  shou ld  h ave  ?
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17. W hich  o f  the  fo llow ing  reaso n s describes a n  exp e rien ce  you  m ay  have  h ad  th a t cou ld  h av e  
d e lay ed  starting  p rena ta l. Y ou  m ay  check  a ll  o f  those  th a t app ly  to  y ou  personally .
I d id  not know  I w as pregnant.
I d id n ’t know  w h e re  to go  for p ren a ta l care  
1 w as not ab le  to  g e t an ap p o in tm en t a t the p renata l c lin ic  
P renatal care  is n o t th a t im portan t d u rin g  the  first part o f  p reg n an cy  
1 d id  not have e n o u g h  m oney  to p a y  fo r  p rena ta l care .
1 d id  no t have hea lth  insurance to  p ay .
B ecause m y  fam ily  d id  n o t w ant m e  to  com e 
B ecause m y jo b  w o u ld n ’t  let m e h a v e  tim e  o f f  to  com e.
B ecause I have  n o  ch ild  care  to w a tc h  m y  o th e r  ch ild ren  
I know  o ther w o m en  w ho  had no c a re  o r  s ta rted  late and  th e ir b ab y  is OK.
1 fe lt scared to  c o m e  to  th e  clinic 
1 d id n ’t w ant an y o n e  to know  I w as p reg n an t 
I d o n ’t th ink  d o c to rs  o r nurses can  b e  tru sted  
I w an ted  to  have  m y  baby  natu ra lly  w ith o u t a  docto r.
18. W hich  o f  the  fo llow ing  rea so n s  describe w h y  yo u  d id  dec ide  to p a rtic ipa te  in p renatal c a re  as 
ea rly  as poss ib le .
Y o u  m ay  check  all o f  th o se  th a t apply  to  y o u  p e rsona lly .
B ecause m y fam ily  and  friends w a n te d  m e  to  co m e 
S o  I could  have  an  u ltrasound  and  fin d  o u t the  sex  o f  the  baby 
T o  p revent m e fro m  g e ttin g  sick d u r in g  p regnancy  
S o  m y  baby w o u ld  dev e lo p  w ell d u r in g  p regnancy  
So  1 could get in fo rm atio n  and b o o k s  ab o u t be ing  p regnan t 
S o  I could  q u a lify  fo r  W IC  services 
So  I could  q u a lify  fo r M edicaid  se rv ice s  
So  I could find o u t w h at w as go ing  to  happen  to  m e du rin g  labor 
S o  I could  ge t to  k n o w  the  docto r o r  n u rse  m idw ife  th a t w ou ld  d e liv e r m y baby  
S o  1 could  ge t v itam in s  and  any  m ed ic in e s  I m ay  need  
So I could get b irth  con tro l after th e  b ab y  is bom  
1 d o n ’t know  w hy
19. P lease  estim ate  y ou r h o u se h o ld ’s incom e in the  last year: 
SO-S15.00*0 
S I 5 ,0 0 1-520 ,000
5 2 0 .0 0 1 -S 25.000
525 .001-530 .000
530 .001-535 ,000
535 .001-540 .000
540 .001-545 .000
545 .001-550 .000  
g rea te r than 550 .001
20. W as th is p regnancy  e ith e r
p lanned  o r  unp lanned
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ABSTRACT
1. Purpose: Research has shown that pregnant women who access and utilize timely 
prenatal care have a greater chance o f  a healthy delivery. Delayed prenatal care (care 
started after the 12th week o f  pregnancy) has been identified as a health problem in the 
United States. The purpose o f this study is to determine how the timing o f  prenatal care 
initiation will be affected by the pregnant woman’s preconception behaviors, interpersonal 
support and perceived barriers/benefits to obtaining timely prenatal care. Information from 
this study would be useful in designing interventions to attract more women to timely 
initiation of prenatal care.
2. Subjects: The subjects to be studied will be pregnant women obtaining prenatal care 
services in a northern Nevada prenatal care clinic. Verification of pregnancy through 
positive blood testing is a pre-requisite to enrolling for prenatal care. The target sample 
will be 175 subjects. This convenience sample is limited to literate, English speaking 
women. All subjects will be o f  legal age.
3. Method; Data will be collected using self-reported information obtained on three tools: 
The Health Promotion Lifestyle Profile (Pender et. al., 1987), the Social Support Apgar 
(Norwood. 1996) and a biographical questionnaire developed by the researcher.
Readability o f the tools is at the fourth grade level. Data collection will be done in the 
clinic waiting room, as the women wait for their clinic appointments. Written permission 
to utilize the clinic for data collection has been obtained from the clinic director. No time 
will be taken from scheduled appointments. There is no cost to the subjects. The 
estimated time for completion o f  tools is 20 minutes. All completed tools will be kept in a 
locked box by the investigator and will be shredded and destroyed four years post study.
4. Procedure: The investigator will approach clinic patients after they have checked in for 
their scheduled appointment. They will be asked if they would be willing to participate in 
the study. They will be verbally told the identity o f the investigator, the purpose o f the 
study and that this has been approved by the ÜNLV Human Subjects Rights Committee 
and data collection site, the Washoe Pregnancy Center. Potential subjects will be told that 
participation is strictly voluntary and may be discontinued at any point in time. They will 
be informed of the anonymity and confidentiality o f all collected data. They will be given 
the phone numbers o f  the investigator and UNLV Human Subjects Right's committee.
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Data will only be collected after the participant is made verbally aware o f  these things and 
has a written cover letter with the same information. If the patient agrees to participate, 
they will be given a cover letter explaining the study and asking for permission to 
participate. They will also receive a clipboard, a pencil and the three data collection tools. 
According to verbal and written instructions, participants grant informed consent only 
after verbal and written information is given. Informed consent is granted by the 
participant’s choice to complete the data collection tools. Participants are asked to not put 
their names or identifying numbers on the data collection tools. They may ask the 
researcher questions for item clarification at any point in time. The investigator will be 
available in the clinic area during data collection. Participants may answer only those 
questions they choose to. After completing the tools, participants will drop them into a 
locked box at the clinic desk. This box will be taken to the home o f  the investigator each 
day after data collection. Information will be translated into computerized coding and the 
data collection tools will be kept by the investigator. Participants will be offered the 
opportunity to review study results. The investigator will provide a sealed envelope for 
names and addresses o f  participants requesting information. This will not be opened by 
the investigator until the study results are complete. Requested results will be sent within 
three months o f study completion.
5. Risks: There is a risk involved when sharing private information. This includes the risk 
o f potential psychological stress caused by sharing such information. Participants may 
consequently fear sharing such information. Steps to minimize this risk include assuring 
confidentiality and anonymity, collecting and distributing o f the data collection tools by 
only the investigator, providing a locked box for all completed tools and destruction o f  
tools after the study.
6. Benefits: Potential benefits o f  the study will be the identification o f factors involved in 
determining the timing o f prenatal care initiation. Information gathered from this study 
could help find ways to attract a greater number o f women to initiate beneficial, timely 
prenatal care.
7. Risk/benefit ratio: As discussed in questions U S  and #6, both risks and benefits exist. 
After considering them both, the potential benefits are seen by the investigator as 
outweighing the potential risks.
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WVSHOE
PREGNANCY CENTER
Jaaufy 30.1997
To whom it may eoneefn:
This letter allows Univenity of N.r.’ada 1 as Vegas student Frances McKeon, 
RN to utilize the Washoe Pregnancy Center tc  ccOect data for her thesis ennled 
"Health-promoting behaviors; Predictors of early versus late initiation to prenatal 
care". We have received an abstract cf the ati<dy mdudiag data collection tools and 
cover/pe.’tnission letter. She may b ^ u  coUecti:^ data at this cHok after receiving 
approval fiom the Human Subjea^ Rights Committee at University o f Nevada Las 
V%as. We look forward to havnm Frxiccs conduct tins stuffy at our facility.
Sincsidy.
Consmnc? Hansen, Pb.D.. Ceitified Nurse MidwifiB
7C. \U n v  Siiifo HÛ1 RrtHv Nev»idu S‘>502 (702) 688-58’W
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DATE: February 13, 1997
TO: Frances McKeon, BSN,RN (NUR)
M/S: 3018
FROM: [ . jQf- Fred. Preston-^'"chairman, Social/Behavioral Committee of the 
C Institutional Review Board
RE: Status of Human Subject Protocol entitled:
"Health-Promoting Behaviors: Predictors of Early
Versus Late Initiation of Prenatal Care"
OSP #501s0297-182
This memorandum is official notification that the protocol for 
the project referenced above has been approved by the Biomedical 
Committee of the Institutional Review Board. This approval is 
approved for a period of one year from the date of this 
notification and work on the project may proceed.
Should the use of human subjects described in this protocol 
continue beyond a year from the date of this notification, it 
will be necessary to request an extension.
If you have any questions or require any assistance, please give 
us a call at 895-1357.
cc: M. Koithan (NUR-3018)
OSP File
Office of Sponsored Programs 
4505 Maryland Parkway • Box 451037 • Las Vegas, Nevada 89154-1037 
(702) 895-1357 • FAX (702) 895-4242
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